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A New ORAL 


Trichomonacide... 


clinical evidence 

Clinical investigations have shown that Trichomonas 
vaginalis can be eradicated by the oral administration 
of TRICHORAD. 


dosage 


A course of treatment consists of 1 enteric-coated 
tablet containing 100 mgm. TRICHORAD admini- 
stered 3 times daily after meals for 10 days. 


dual treatment 

If the male partner is found to be a carrier, eradi- 
cation of the parasite necessitates the simultaneous 
treatment of both the wife and the husband. 


trichorad 


for systemic therapy in Trichomonal Vaginitis 


supplementary treatment 

Whilst TRICHORAD tablets taken orally may 
produce a parasitological cure, concurrent local 
treatment with an efficient buffered trichomonacide 
such as PENOTRANE pessaries is essential to 
effect rapid symptomatic relief. Furthermore, 
PENOTRANE, being a fungicide, will counteract 
any associated monilial infection. 


supplies 

100 mgm. enteric-coated tablets are available in 
containers of 30 for 1 course of treatment and in 
dispensing packs of 600. 

Literature and trial supplies available on request. 


we WARD, BLENKINSOP & CO., LTD. 


VENTILO SIX 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone: Holborn 5992/6 (5 lines). Telegrams: Duochem, Westcent, London 


* 


The elastic sbi bandage 
that allows the skin to breathe 


EDWARD TAYLOR LTD - MONTON LANCASHIRE 
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When 
nourishment 


is the main problem... 


Branp’s Essence is a first-class protein of animal origin, 
in a form and strength that will not overtax a weakened 
system. Being partly hydrolized, it is capable of easy in- 
gestion, digestion and absorption. It is extremely palatable, 
and may be taken either as a jelly or as a liquid. It helps to 
support convalescence and assists in restoring a positive 
nitrogen balance. 

The major indications for the administration of Brand’s 
Essence are loss of appetite during fatigue, acute infections, and 
dysphagia or digestive disturbances due to organic or bacterial 
lesions of the mouth, oesophagus and alimentary tract, and after 
surgical procedures. 

The addition of Brand’s Essence to low residue and weight- 
reducing diets is especially appreciated by the patient. 


Brand’s Essence— 


(BEEF OR CHICKEN) 
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Save time on Urine tests with... 


CLINITEST and ACETEST 


TRADE MARK 


TRADE MARE 


Reagent Tablets for the detection of 


GLYCOSURIA 


KETONURIA 


Both tests performed simultaneously in one minute! 


*Clinitest’ tablets have been widely used and prescribed 
since 1947. Many valuable hours have been saved. Follow- 
ing successful clinical trials, the makers of ‘CLINITEST’ 
have produced ‘Acetest’ reagent tablets for the detection 
of Ketonuria. Reliable routine sugar and acetone tests can 
now be carried out together in one minute! 


“CLINITEST’ 
No external heating. No measuring of reagents. 
Approved by the Medical . 
Advisory Committee of the 
Diabetic Association. 
Available under the N.H.S. 
on Form E.C.10. 
(Basic Drug Tariff Prices: Set 
6/8d. complete. Refill bottles of 
36 Tablets 2/4d.) 


*CLINITEST’ 
HOSPITAL EQUIPMENT 

{ An invaluable time-saver in*wards and 
clinics. Write for details and hospital 
prices. 


The advantages of *‘ACETEST?® 


A single tablet provides all the reagents required. 
Low cost permits use as a screening procedure or as 
a routine for diabetic patients. No danger of false 


= 


positives with normal urine. No caustic 
reagents, 


1 Put 1 drop of urine on tablet. 
2 Take reading at 30 seconds. Com- 
pare tablet to colour chart provided. 
3 Record results as negative, trace 
moderate or strongly positive. 
Available under the N.H.S. on Form 
E.C.10. Basic Drug Tariff price 3/10 
per bottle of 100 tablets (with colour 
scale). 
REFERENCES: Lancet, April 17th 1954, — 
pp. 801/804 and July 10th 1954, p. 95 Med. Jil., May 
1954, p. 289 Med. World, Oct. 1954, pp. 373/376 


THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, London, W.!. Tel: REGent 532! 
Orders for Ames Products should continue to be sent to the sole 

distributors for United Kingdom and Eire 


DON S. MOMAND LTD. 58 Albany St., London, NWI 


@Restoring the normal rhythm 


““MENSTROGEN provides 
the safe, simple, effective oral 
treatment of amenorrhoea. To 
establish cyclic menstruation, 
treatment should be repeated 
every four weeks for a few 
months. Failure of the treatment 
necessitates further investigation 
of the cause of the amenor- 
rhoea (e.g. Pregnancy). Available 
in tablet and ampoule form. 


MENSTROGEN 


O —Menstruation can be expected. 


ORGANON 


Ethinyloestradiol B.P., 0.01 mg., Ethisterone BP., 


10 mg 


LABORATORIES LIMITED 


— BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone: TEMple Bar 6785-6-7 & 0251-2 Telegrams: Menformon, Rand, London . 


1 
° — — 
| 
| : 
| 
| — | 
| 
a \-\s\® 
6 
Qi) 28 
fri 3 3 10) 17 29) 
| 
| 


2 BRITISH MEDICAL JOURNAL Aus. 18, 1956 


NEW penicillin 


TRIPLOPEN, Glaxo’s new penicillin, combines in 


a single preparation the advantages of a high initial 
bactericidal level of penicillin plus ultra-prolonged 
bacteriostatic action. Its substantial dose of sodium 
penicillin produces a very high immediate peak 
concentration, rapidly killing the bulk of the 
invading bacteria. The advantage gained by this 
initial attack is supported during the following 


24 hours with procaine penicillin, and continued for 


3 to 4 days by benethamine penicillin (Benapen). 


Serum concentrations produced by a single intramuscular injection of Triplopen 


Time in hours ! 3 6 12 24 48 72 96 
Average penicillin concentration in ' 
8:70 1-66 ‘87 41 26 13 07 03 
units ml. 
| 
| 


Triplopen is issued as a dry powder having the following formula: 
benethamine penicillin, 500,000 units; 

procaine penicillin, 250,000 units; 

sodium penicillin G, 500,000 units. 

Free-flowing: When water is added Triplopen suspends | 
immediately to make an unusually fluid injection which passes 


easily through a 23 S.W.G. needle without clogging. 


In single-dose vials in individual cartons and boxes of ten. 


TRIPLOPEN 


TRADE MARK 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 


¢Subsidiary Companies and Agents in most countries 
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When the need is for safe, longer-lasting control 
of anxiety and tension states, today’s prescription 
is Murown. Powerfully tranquillizing in simple 
oral dosage, Mrrown acts selectively, reducing 
and restlessness aad bringing a 


MEPROBAMATE 
Tranquillizes both body and mind 


@ methyl-2-n-propy!-1, 3 propanediol dicarbamate) 
In tablets of 400 mg. for oral use: bottles of 50 


DIVISION 
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ACHROMYCIN 


TETRACYCLINE 


drop by drop 


Administration of small doses of AcHRoMyYCIN tetra- 


d cycline is considerably simplified by the introduction 


of a new improved presentation of the antibiotic— 
Acuromycin Liquid Pediatric Drops, which is issued 


in a small pliable plastic bottle with dropper nozzle. 


The bottle is designed to deliver 5 mg. of AcHROMYCIN 
in each drop. AcHromycin Liquid Pediatric Drops is 


a pleasant cherry-flavoured preparation intended par- 


ticularly for infants and children where palatability is 
a factor. The dose from the dropper bottle can be 


conveniently added to milk, water or fruit juices. 


TETRACYCLINE 


ACHROMYGIN’ LIQUID PEDIATRIC DROPS 


Ready to use—an improvement on 
the earlier form of ActHRomycIN 
Pediatric Drops (requiring suspen- 
sion in water) which it now 
replaces. Available in 10 cc. dropper 
bottles —100 mg./cc. * rape 
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HYPOTHALAMIC SYNDROMES* 


BY 


I. S. WECHSLER, M.D. 


Clinical Professor of Neurology, 


My interest in clinical manifestations of coma dates 
back to the epidemics of encephalitis, then called 
lethargic, which accompanied and followed the world- 
wide epidemic of influenza after the first world war. 
Among the varied clinical expressions of the encephal- 
itides was a peculiar type of coma then called vigil. 
It usually set in fairly acutely and persisted unaltered 
for days or weeks and even months, sometimes ending 
in death, at others in seeming recovery only to be fol- 
lowed in certain instances months or years later by a 
Parkinson syndrome. The coma differed from the usual 
type. The eyes were frequently open, the eyeballs 
wandered and gave the erroneous impression that the 
individual was in contact with his environment. He 
might turn his head from side to side as if in response 
to sounds which he evidently did not hear. There were 
no signs of paralysis of the limbs. Characteristic in 
many cases was such profuse perspiration, often oily, 
as to require frequent change of bedclothes. Calling 
the coma vigil was the usual way of giving classical 
names to conditions which escaped explanation, in the 
vain belief that to coin a word or phrase is to create a 
scientific fact. 

Case 1—A few years after the acute epidemics had spent 
themselves a girl of 18 was admitted to the Montefiore 
Hospital with the complaint of obesity, of inversion of the 
sleep mechanism, and of grave sexual moral lapses. There 
was a history of acute encephalitis. Previously normal in 
her behaviour, she now began to show symptoms of 
nymphomania. She would immodestly accost men and 
overtly express uncontrollable sexual urge, entirely out of 
keeping with her previous moral and ethical behaviour. The 
diagnosis of pituitary obesity was made but never proved. 
The suspicion of a hypothalamic syndrome, which could now 
be entertained in retrospect, was not even considered at that 
time. All we knew then was that in the diencephalon there 
was a corpus Luysi and a mammillo-thalamic bundle of Vicq 
d’Azyr. 

Case 2.—Also in the early 1920’s a man was admitted to 
the hospital with the main complaint of hypothermia. His 
temperature fell as low as 94° F. (34.4° C.) and persisted 
unchanged for several weeks. One day it rose to 99° F. 
(37.2° C.). The acute rise of 5° F. (2.8° C.), the local signs, 
and the leucocytosis led to the diagnosis of acute mastoiditis. 
A mastoidectomy was done, and the temperature fell back to 
94° F. (34.4° C.) as he made a comparatively rapid recovery. 
He died séme time afterwards. At post-mortem examina- 
tion a middle-fossa tumour was found impinging on the 
interbrain area. 

Case 3—At about the same time I saw a man at the 
Mount Sinai Hospital in the terminal stages of general 


*Lecture delivered at the National Hospital, Queen Square, 
London, on May 31, 1956. 


Columbia University, New York 


paresis. Several weeks before his death he developed severe 
polydipsia and polyuria, taking in and putting out many 
litres of water daily. Obviously an intercurrent diabetes 
insipidus. At post-mortem examination, in addition to the 
typical pathology of paresis, a discrete gumma was found 
perching on the tuber cinereum. The diabetes insipidus 
apparently was the result of the gumma. 

Case 4.—Some years later I saw in the hospital a young 
woman with diabetes insipidus who was taking in six litres 
of water daily and putting out as many. She responded 
neither to pitressin nor to other treatment. A review of the 
history showed that for some time before the onset of the 
polydipsia she was treated for severe ethmoiditis and 
sphenoiditis. The question arose whether she might not 
have had secondary to the infection of the sinuses a basilar 
pachymeningitis which impinged on the interbrain region 
and pressed on the tuber cinereum. This was a purely 
clinical impression or guess based on the observation of the 
diabetes insipidus in the paretic and the gumma found on 
the tuber cinereum. Since it is known that radiation by 
means of deep x rays can have a beneficial effect on chronic 
inflammatory tissue, the radiation was directed from both 
sides of the skull to the interbrain area. After a few treat- 
ments, and no medication, the diabetes began to lessen and 
finally cleared completely. 


On rare occasions a comatose patient would be seen 
with the diagnosis of a cerebral ictus the result of 
vascular thrombosis or haemorrhage. The history was 
generally of an acute onset in an individual with marked 
hypertension and evidence of arteriosclerosis. The coma 
was not like the usual type. There would be striking 
pallor, unexplained rise in temperature, and frequent 
perspiration. The patient would lie quietly, sometimes 
with eyes open, but there was no hemiplegia or other 
sign of regional involvement of the brain. There was 
no difference in response to pin-prick on the two sides. 
The fundi would be normal, except for evidence of 
sclerosis of the retinal arteries. The rise in temperature 
would be unaccompanied by the usual parallel rise in 
pulse rate. Very characteristic would be a sharp drop 
in the systolic blood pressure from, say, 200 systolic or 
higher to as low as 100, the pressure remaining low 
throughout the course of the illness. Generally the 
coma would deepen and the patient would die within 
days or weeks. The fever would be unaccompanied by 
leucocytosis and heightened sedimentation rate. If, as 
occasionally happened, the patient recovered *here would 
remain no residual paralysis, sensory disturbances, 
visual field defects, or aphasia. 


It is of interest that a sharp drop in blood pressure 
is often seen in apoplexies obviously the result of closure 
or rupture of a large cerebral vessel. The pressure 
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might continue low for a considerable period of time 
or rapidly return to the pre-ictal level. .As time went 
on the conjecture approached conviction that the type 
of coma, the variation in blood pressure, the pallor, the 
sweating, the unexplained fever, and the absence of 
signs of paralysis all pointed to the hypothalamic 
region. 


Case 5.—In 1938 I reported two cases diagnosed as 
epilepsy (a word which I should like to see discarded or 
very strictly limited) with grand-mal and petit-mal seizures 
(Wechsler, 1938). One was that of a middle-aged woman 
who sustained a fracture of the base of the skull when 
thrown from a speeding automobile. She recovered from 
the acute injury in a comparatively short time but then began 
to have typical grand-mal seizures. These were controlled 
by phenobarbitone. At the same time minor seizures, 
occurring twenty and more times daily, and showing the 
following characteristics, began to appear. They set in with a 
feeling of apprehension and a fleeting loss or orientation ; 
she became extremely pale and complained of palpitation ; 
her blood pressure dropped from 150 systolic to 90, and the 
pulse rose from 80 to 120 and as high as 150 beats a minute. 
Every seizure was marked by very slight impairment of 
consciousness, the pallor, the drop in pressure and increase 
in pulse rate, and would last one to three minutes. They 
failed to respond to treatment. Based on Penfield’s de- 
scription in 1929 of diencephalic autonomic epilepsy, the 
thought occurred that the woman's seizures reflected 
diencephalic features. In Penfield’s case there was suffusion 
and rise in pressure as opposed to the pallor and fall in 
pressure, also with little impairment of consciousness. 
Reasoning that pallor and suffusion and rise and fall in 
pressure and variation in pulse rate are opposite manifesta- 
tions of the regulatory mechanisms, the conclusion seemed 
justified that the woman also suffered from diencephalic 
seizures. Recalling too that catalepsy, which probably is 
hypothalamic in nature, responds favourably to ephedrine 
or amphetamine, the former was prescribed. She promptly 
ceased to have the seizures and remained free till her death 
several years later from an unrelated cause. Of interest is 
the fact that a stimulating drug was effective where the 
depressant drugs usually prescribed in convulsive states had 
no effect. This observation of both clinical and pharma- 
cological importance in the treatment of certain petit-mal 
seizures was confirmed by Lennox in 1945. - 

Case 6.—The other case, in brief, was that of a woman of 
24 who suffered from grand-mal seizures and from bizarre 
minor seizures up to twenty times by day and night. The 
minor spells were characterized by a sudden cry, waxy 
pallor, a drop in blood pressure, a rise in pulse rate, and 
loss of consciousness. Each seizure lasted one to two 
minutes. They set in one year before she came under 
observation in 1937 with irregularity of menstruation and 
loss of libido. Occasionally a spell would begin with sudden 
rigidity, momentary fall, and no loss of consciousness, 
reminiscent somewhat of catalepsy and cataplexy, There 
was a history of loss of consciousness sustained in an auto- 
mobile accident at the age of 6 and of influenza (possibly 
encephalitis) the year before the onset of the present illness. 
She failed to respond to all the usual sedative drugs. 
Ephedrine promptly brought about marked improvement. 
The attacks did not cease altogether, but were reduced in 
intensity and in number from twenty a day to three or four. 
Interestingly, the libido returned. 

Before proceeding with further description of cases, some 
of which have been previously reported, and cautiously 
correlating the clinical manifestations with hypothalamic 
dysfunction, it may be well to discuss briefly the anatomy, 
physiology, and pathology of the diencephalon. 


Anatomical Considerations (Wechsler, 1953) 


The very small hypothalamus, estimated by LeGros Clark 
(1938) to weigh about 4 g., presumably integrates directly and 
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indirectly a great many vital functions : pulse and respira- 
tory rate, temperature and blood-pressure regulation, 
vasomotor control, water and possibly sugar and fat 
metabolism, sleep and abnormal states of consciousness, 
sex function, and states of elation and depression. The 
following, taken from Ingram, is a brief description of the 
nuclear organization and chief connexions of the primate 
hypothalamus: 

1. Afferent Connexions.—(1) The median forebrain bundle 
probably from the frontal lobe. (2) Thalamo-hypothalamic 
fibres: (a) thalamo-mammillary fibres, (6) relay of somatic 
and visceral sensory impulses of the hypothalamus. (3) The 
fornix, from the hippocampus to the mammillary and other 
nuclei. (4) The stria terminalis from the amygdala. (5) The 
supraoptic commissure. (6) Pallido-hypothalamic fibres. 
(7) Subthalamo-hypothalamic connexions, including pre- 
sumed cortical fibres of undetermined pathways via the 
thalamus. 

ll. Efferent Connexions.(1) Hypothalamo-thalamic 
fibres, including the mammillo-thalamic tract. (2) Mam- 
millo-tegmental. (3) Paraventricular system. (4) Hypo- 
thalamo-hypophysial connexions: (a) supraoptic hypo- 
physial, (6) paraventricular-hypophysial, and (c) tubero- 
hypophysial. 

111. Intrathalamic Connexions—There is considerable 
evidence, some of it inferential and some direct, that just 
as the hypothalamus activates other parts of the brain so 
do brain and brain-stem regions activate the diencephalon, 
among them the ascending activating reticular system de- 
scribed by Magoun (1952), the centrifugal projections to the 
brain stem (Jasper, Ajmone-Marsan, and Stoll, 1952), and 
the centrencephalic system of Penfield (1952). 


IV. Arterial Supply of the Hypothalamus.—Small branches 
from the anterior cerebral artery as it comes off the internal 
carotid at its junction with the anterior communicating 
artery go to the paraventricular nuclei and the preoptic and 
supraoptic regions. Branches from these arteries, from the 
internal carotid, and from the posterior communicating 
artery supply the tuber cinereum. Small branches from the 
posterior cerebral arteries supply the mammillary bodies. 


Physiological Considerations 


That the hypothalamus integrates or correlates or possibly 
controls so many metabolic and visceral functions and has 
to do with sleep, with emotional expressions, and with states 
of consciousness is one of the most interesting aspects of 
cerebral physiology. That such a small structure directly 
or indirectly regulates water, fat, and sugar metabolism, 
vasomotor activity, blood pressure, pulse and respiratory 
rate, and sex function is of great clinical importance. In this 
region apparently are locked secrets which when fully re- 
vealed will help to solve many as yet obscure problems in 
clinical medicine. 


Ranson and Magoun have shown that the hypothalamus 
influences cardiovascular activity. Electrical stimulation 
caused rise in blood pressure, depending on the location 
of the electrode and the frequency of stimuli. The hypo- 
thalamus, it seems, does not control or regulate the circula- 
tory system but can modify it, as can a chemical agent, 
an emotional reaction, and environmental stimulus, or a 
temperature variation. 


There is ample evidence, both clinical and experimental, 
that the hypothalamus has to do with temperature regulation. 
In the cat, the monkey, and man, lesions in the neighbour- 
hood of the anterior commissure are likely to produce 
transient hyperthermia, while lesions in the caudal part of 
the hypothalamus are apt to cause hypothermia. It has been 
shown that all of the brain in front of the hypothalamus 
can be removed without seriously affecting the nervous 
regulation of temperature. Sweating, too, appears to be 
regulated by the hypothalamus. It apparently influences 
pilomotor activity with other manifestations of fear, rage, 
and sexual excitement, all also under the control of the 
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cerebral cortex. Barbour concluded that injury to cats by 
transection of the posterior hypothalamus, caudal to the 
tuber cinereum, deprives them of the power of regulating 
body temperature against cold. Destruction of the 
mammillary bodies and the mammillo-thalamic tracts results 
in hypothermia and bradycardia, whereas lesions in the 
mid-portion of the upper mammillary tract result in hyper- 
thermia, tachycardia, and pilo-erection. Davison, Zimmer- 
man, and Alpers have adduced clinico-pathological evidence 
of disturbance of temperature regulation by lesions in or near 
the hypothalamus. In 1943 Beaton and his co-workers 
discussed neurogenic hyperthermia, often euphemistically 
labelled as fever of unknown origin. This fever is not 
accompanied by signs of infection, is not characterized by 
sweating, leucocytosis, or heightened sedimentation rate 
and rapid pulse, and does not respond to antipyretics but 
may to barbiturates, particularly sodium thiopentone, which 
presumably have effect on the hypothalamus. This type of 
fever, often very high, is occasionally seen post-operatively 
in brain tumours and may lead to a fatal termination. 

While regulation of carbohydrate metabolism is essentially 
the result of the activity of the anterior pituitary, the 
adrenals, and the pancreas, there is evidence of hypothalamic 
control. Indeed, the paraventricular nuclei have been 
considered as “centres” of carbohydrate metabolism. 
Ingram (1946) found hypoglycaemia as the result of lesions 
in the anterior hypothalamus and destruction of the para- 
ventricular nuclei. The hypothalamus has been related 
functionally to the thyrotropic and gonadotropic activities 
of the adenohypophysis. 


Water and Fat Metabolism and Sex Regulation as Functions of 
the Hypothalamus 


Diabetes insipidus has been produced by destruction of 
the supraoptic hypophysial system. While polydipsia is a 
consequence of polyuria, which is dependent on the absence 
of diuretic substance, puncture of the hypothalamus has been 
shown to cause polyuria. Obesity (and genital atrophy) have 
been reported as the result of trauma to the diencephalon. 
An adiposo-genital syndrome has been produced in a dog 
by a lesion in the hypothalamic area. There is clinical and 
experimental evidence that bilateral lesions in the hypo- 
thalamus and the tuber cinereum, without injury to the 
hypophysis, may result either in obesity or in emaciation. 
The two recorded clinical cases of diabetes insipidus were, 
in retrospect, correctly attributed to involvement of the tuber 
cinereum. 

Though sex function is regulated essentially by hormonal 
activity, there is evidence of influence on gonadotropic 
hormones via _ cortico-thalamic-hypothalamic pathways. 
There is also some evidence that section of the diencephalon 
may exert influence on the capacity of female cats to display 
sexual excitement. However, full pattern of oestrual 
behaviour can be obtained in cats after complete destruction 
of the middle or caudal portions of the hypothalamus. The 
nymphomania of the girl with obesity previously described 
becomes understandable in the light of present knowledge. 
As for other regions, there is the report of uncontrollable 
sexual desire in a woman of 60 as one of the symptoms 
of a paracentral lobule meningioma, and that of a religious 
young woman who displayed uninhibited ardent sexual urge 
as one manifestation of a large frontal meningioma. Both 
were relieved of their ardour after successful removal of the 
brain tumours. 

Gastro-intestinal activity apparently is in part a function 
of the lateral and mammillary regions of the hypothalamus. 
Stimulation of those regions can inhibit peristalsis. In 1934 
Watts and Fulton reported the occurrence of intussusception 
on ablation of the cortex in monkeys. They thought that the 
impulses travelled via the hypothalamus to the vagus. 
Tumours injuring the hypothalamus may cause gastro- 
intestinal haemorrhages and perforating ulcers. I have 
observed abdominal syndromes simulating appendicitis, renal 
colic, and duodenal ulcer as manifestations of brain tumours 
(Wechsler, 1935). 


Sleep and its relation to the hypothalamus has been the 
subject of numerous investigations which brought under- 
standing as well as confusion. The impression has gained 
currency that the diencephalon is the centre of sleep and the 
seat of consciousness. One may seriously question the first 
and successfully contest the second (Wechsler, 1952). At 
best the diencephalon is one important relay station where 
States of consciousness are integrated and lesions of which 
can bring about in varying degrees alterations of a negative 
state called unconsciousness. Sleep is a negative not a 
positive state ; it is absence of consciousness. We are not 
dealing with entities or faculties or specific localizations, but 
with relative states expressive of varying degrees of 
impairment of integration. 

Normal sleep is believed to be the result of decreased 
activity of the hypothalamus, hypersomnia of depression 
of function, and insomnia and excitement of increased 
activity. The regions implicated are the paraventricular 
nuclei, the floor of the third ventricle, and the tuber 
cinereum. Apathy and unresponsiveness, akinesia, and 
catalepsy have been attributed to lesions of the mammillary 
bodies and the hypothalamic portions of the mammillo- 
thalamic tracts. Rasmussen and his co-workers have 
produced catalepsy and somnolence by damaging structures 
in the neighbourhood of the mammillary bodies. Ranson 
observed that bilateral destruction of the lateral hypo- 
thalamic areas in monkeys caused somnolence. Hess (1944, 
(1947) described adynamia on stimulation of the lateral and 
anterior regions of the hypothalamus. Patton, Ruch, and 
Walker (1944) found that lesions in the ventral postero- 
median nucleus of the thalamus resulted in immobility, 
catalepsy, and somnolence. The electroencephalographic 
changes induced by lesions in the upper mammillo-thalamic 
tract paralleled sleep records. 

Whereas the posterior portion of the human hypothalamus 
causes somnolence, stimulation of the anterior portion causes 
restlessness, euphoria, excitement, and mania. Penfield 
induced manic excitement during operation for tumours in 
the region of the hypothalamus. While tumours of the 
third ventricle frequently cause somnolence and stupor, 
psychotic manifestations can also occur. I once saw a young 
patient with conduct and behaviour disorders as the 
outstanding manifestation of a craniopharyngioma, and 
complete recovery following its removal. Akinetic mutism, 
a state of inertia with the eyes open, has been described 
by Cairns, Oldfield, Pennybacker, and Whitteridge (1941). 


Manifestations of the Syndromes 


Before summarizing the clinical hypothalamic syndromes 
a brief description of a few cases showing the variety of 
manifestations may be of interest. 

Case 7—A man in the early fifties who suffered from 
hypertension suddenly complained of loss of vision in that 
he could not recognize what he saw. Within a few minutes 
he lost consciousness and was promptly admitted to 
hospital. There he lay quietly, pale, eyes open, the eyeballs 
wandering. There was no evidence of paralysis of the limbs ; 
the cranial nerves appeared normal, and so were the fundi 
and the spinal fluid. He lingered practically unchanged for 
weeks, life being maintained first by tube then by intravenous 
feeding. Death resulted from starvation. The onset of 
cortical blindness pointed to basilar artery thrombosis at its 
bifurcation into the posterior cerebrals, the coma vigil to 
hypothalamic involvement by occlusion of the branches 
from the posterior cerebrals to the hypothalamus. 

Case 8.—A man aged 61, a known hypertensive, suddenly 
went into coma in March, 1944. Seen three days after the 
ictus, he lay quietly, pale, eyes open, pulse normal, tempera- 
ture elevated ; he gave no responses, showed no hemiplegia 
or other signs of focal involvement; the spinal fluid was 
normal, and the blood pressure had dropped to normal 
from 180 systolic and 110 diastolic. He regained conscious- 
ness in a few days and rapidly recovered without residual 
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signs and symptoms. Except for the return of his 
hypertension he was well and working up to the time of his 
death in 1946 from acute coronary occlusion. The type 
of coma, the absence of focal signs, the drop in blood 
pressure, the rise in temperature without corresponding rise 
in pulse rate, the pallor, and the complete recovery without 
residua, suggested hypothalamic involvement on a vascular 
basis 

Case 9.—A woman of 62 with a history of controlled 
diabetes and moderate hypertension rapidly went into coma 
without premonitory symptoms. She lay with eyes open, was 
restless, looked very pale, and perspired profusely; the 
blood pressure was low, the pulse 120 a minute, the 
temperature 98° F. (36.7° C.). There were no signs of 
paralysis. She died two weeks after the acute onset. The 
type of coma, the marked pallor, the subnormal temperature, 
the drop in blood pressure, the rise in pulse, the profuse 
perspiration, the restlessness, and the total absence of 
paralysis all pointed to hypothalamic localization. 

Case 10.—A man aged 50 developed, quite rapidly, fever 
which ranged from 103.6 to 104.8° F. (39.8 to 40.5° C.). 
He became disoriented, then comatose, restless, and inconti- 
nent. He was extremely pale; the blood pressure dropped 
from 138 systolic and 70 diastolic to 116 and 50 respectively ; 
the spinal fluid showed 50 mononuclear cells. On one 
occasion the urine contained 3 sugar and the blood 
158 mg. per 100 ml. He showed marked variation in tem- 
perature uncorrelated with equally marked variations in 
pulse and respiration, and perspired so profusely as to 
require frequent daily changes of pyjamas and bed sheets. 
There were no gross signs of regional involvement of the 
brain or brain stem, and he recovered in four weeks. The 
high fever, the variations in pulse rate and respiration 
without parallelism, the type of coma, the restlessness, the 
pallor, the temporary glycosuria and hyperglycaemia, the 
profuse sweating, the absence of paralysis, and the recovery 
without residua pointed to hypothalamic involvement in the 
course of encephalitis. 

Case 11.—In 1946 Gross and I reported the case of a boy 
of 10, first seen in 1944, who showed repeated paroxysmal 
attacks of hypothalamic dysfunction, with intervals of 
comparative well-being, since the age of 2 (Wechsler and 
Gross, 1946). They were generally ushered in by loss of 
appetite, vomiting, rise in blood pressure to as high as 170 
systolic and 130 diastolic, rise in temperature to 104° F. 
(40° C.) and fall to 94° F. (34.4° C.), lethargy, excessive 
salivation, vasomotor imbalance, profuse perspiration, 
and absence of lacrimation. The attacks generally lasted 
several days. During an interval of comparative well-being 
he suddenly died at home and permission for necropsy was 
not obtained. Engel and Aring (1945) reported a very 
similar case with necropsy findings showing hypothalamic 
involvement. 

Summary 

In summarizing the conclusions a word of warning 
against hasty interpretation is necessary because much 
of our present knowledge of the structure and function 
of the hypothalamic region is derived from experiment- 
ally induced lesions. The various structures and their 
connexions are not yet precisely defined. While experi- 
mental lesions can be more or less accurately placed, 
pathological lesions the result of brain tumours, vascular 
disease, or inflammatory processes are rarely sufficiently 
circumscribed to permit accurate correlation. Too many 
contiguous structures may be affected and distant con- 
nexions impaired to warrant positive conclusions. 
Furthermore, most of the physiological experiments and 
the anatomical studies deal with lower animals, and it 
is a little hazardous to apply the conclusions, however 
carefully drawn, to more complex human structures and 
human functions. Some of the objections have been 
met by experiments on primates and more recently by 
accurate studies and direct observations on humans. 


There is also the pressing need to bear in mind the 
injunction of Hughlings Jackson, so often violated, not 
to draw false conclusions from negative evidence or 
from symptoms attributed to destroyed structures. A 
word of avowal of ignorance, really a defensive confes- 
sion and apology, is in place to meet the just criticism 
of drawing clinical conclusions in the absence of posi- 
tive evidence furnished by careful studies of patho- 
logical lesions. This communication is merely an 
attempt to suggest the correlation of clinical symptoms 
with disturbance of function with such anatomy and 
physiology of the hypothalamus as we know to-day. 

In summary, the hypothalamic coma differs from the 
usual coma in that there is no evidence of paralysis or 
of other signs of regional involvement of the brain and 
brain stem. It may rapidly end fatally or persist un- 
changed for long periods of time. Generally it 
terminates in death, but if recovery takes place no 
residua are present. Among the symptoms observed 
may be mentioned a sharp drop in blood pressure in 
known hypertensives and temporary fluctuation in either 
direction where no previous hypertension existed. With 
the coma may alternate restlessness, excitement, and 
unconscious sexual manifestations. Excessive perspira- 
tion may occur in the absence of fever. There may be 
quickening or slowing of the pulse for no apparent 
reason. Fever, often high, of cerebral origin, may be 
seen in the absence of infection and without parallel rise 
of pulse rate. In other words, there is dissociation be- 
tween fever, pulse rate, and blood pressure. The fever 
is not accompanied by its usual manifestations of leuco- 
cytosis, sweating, and heightened sedimentation rate, 
and does not respond to the usual antipyretics. It may 
respond to barbiturates, especially sodium thiopentone, 
which appear to have some selective affinity for the 
diencephalon. Polydipsia and polyuria—that is, transient 
or persistent diabetes insipidus—may occur from in- 
volvement of the tuber cinereum. Transient glycosuria 
or hyperglycaemia may occur in non-diabetics. Occa- 
sional petit-mal autonomic diencephalic seizures and, 
more rarely, grand-mal attacks may also occur. 

The prognosis varies with the underlying cause. 
Generally it is very grave. In vascular disease it is 
poor, but recovery may take place. In tumours in or 
near the interbrain the outlook depends on the possi- 
bility of surgical removal; generally it is hopeless. 
In inflammatory conditions—namely, encephalitis—re- 
covery may take place after weeks and weeks provided 
excitement can be controlled and nutrition maintained. 
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Since the introduction of radical surgical treatment for 
coarctation of the aortic arch by Crafoord and Nylin 
(1945) and by Gross (1945), the operation has been 
widely performed and in experienced hands the mortality 
of the operation has been reduced to below 10%. 

We have carried out a survey of 52 patients (34 males, 
18 female) with coarctation who have been under the 
care of one or other of us, paying particular attention 
to the natural history of the disease and to the effect 
of resection upon its various features in 40 of them. 


The Clinical Series 


The patients’ ages ranged from 1 to 55 years (Tables 
I and II). Of the 40 patients who had resection (see 
also Diagram) all were aged under 40, and no fewer 
than 25 were 15 years or older. Of the 12 patients who 
did not have surgery, 6 were aged over 40 when last 
seen, but 3 of these have died, the oldest at the age of 
55 (Table I). 

Mode of Discovery 

It is well known that coarctation is often remarkably 
symptomless (Lewis, 1933 ; Bramwell, 1947), and 43 of 
our cases were diagnosed during medical examinations 
carried out for reasons unrelated to the coarctation. 
Nine patients presented with symptoms referable to the 
coarctation. In two of these symptoms were due to 
dissecting aneurysm of the aorta. Two others had 
general symptoms due to subacute bacterial infection, 
and another presented with nephritis (probably focal- 
embolic, as vegetations were later found at the site of 


Taste I.—Twelve Patients with Coarctation of the Aorta who 
did not Come to Resection 


When Last Seen Death 
Cast San 
Age B.P. State Age Cause 
A F 10 145/80 Well 
B M 31 180/100 | Blackouts. Physi- 
cally fit 
Cc M 31 168/80 Well 
D F 255/140 | S-para. Slight 
dyspnoea 
F tive ive t 
ure. Auricular failure. No 
fibrillation. P.M. 
Aortic st 
and incom: 
tence. Mitral 
stenosis 
G F 30 | 220130 | 2-para. Well 
H M 25 160 90 Heavy 
work. Well 
I M 42 | 205100 
JI M 32 190/110 | Easily fatigued. 
70 60 $5 heart 
K M $5 1 Aortic incompe- t 
“Talore No 
L M 47 (80/40, 47 Dissecting aneur- 
in shock) ysm of aorta 


TasLe Il.—40 Patients with Coarctation of the Aorta who Came 
to Resection (see also Diagram) 


Diameter Femoral 
Average | of Ana- | Average B.P. 
Case x Date of B.P. stomosis B.P. after 
No. | and Age | Operation before | Relative to after Operation 
Operation Aorta Operation (Not 
Above Average) 
1 | M 17 1948 144/104 138/82 140/100 
2|M Ww 1949 237/109 180/103 | 200/120 
1949 210/128 163/95 150/120 
4|F 19 1949 187/97 = 
| F 30 1949 190/133 
6] F 18 190/120 
7/F 1950 190/130 175/100 | 170/120 
8 | M 13 1951 165/105 13875 160100 
6 1951 16595 115 83 120/? 
10 | F 33 1952 203/121 45% 170'90 190? 
it | M 25 1952 183/110 16298 | 200/130 
12 | M 20 1952 200/81 177/78 
3°! M 7 1952 140/90 118/76 | 120/90 
14 | M 20 1953 181/90 90% 165/75 150/110 
1953 152/93 138/95 115/? 
16 | M 20 1953 172/105 13090 | 1407 
17 |™M 65 1953 13498 86% 13390 | 140/? 
is | M 10 1953 177/100 125/80 155/100 
19° | F 36 1953 170/105 = 
20 | F iB 1953 200 90 166/70 160/90 
21 | M 20 1954 180 90 86% 145/85 145/110 
22 | M 17 1953 203/111 | 100° 145/82 
% | M 9 1954 208/125 | 80% 130/72 30 
2s | F 25 1954 186 118 72% 141/86 160/115 
26° | M 20 | 1954 16095 | 10082 13690 | 160/85 
1953 125/80 84°; 118/88 115/90 
28 | M 31 1934 100 | 80° 180/100 = 
29 | F 7 1954 155/88 100° 140 84 150/90 
30 | F 3 1954 170/108 yA 112/83 135/75 
M 5 1954 158 64 100° 108 65 100/60 
1954 173/105 | 92° 124/80 120/85 
33 | M 35 1954 195/105 | 85° 165/100 | 170/140? 
34 | M 31 1955 170/124 | 83% 135/90 
35 | M 18 1955 185/120 | 928 175/100 | 180/120 
3% | F 32 1955 205/105 | 100° 145.90 
37 | M 32 1955 189 98 100° 176/100 | 180/110 
38 | M 19 1955 150/108 | 100° 135/105 | 135/100 
39 | M 6 1955 135/80 958° 110/75 120/70 
40 | M 23 1955 155/70 100° 147/86 160/110 


In all cases the operative procedure was excision with end- to-end anastomo- 
sis, except where grafts are indicat 

Average reduction of blood pressure = 32 16 (excluding Case 40—too recent). 

* Preeze-dried aortic homograft inserted. 

Note.—{1) The brachial blood-pressure figures are average values. The 
femorals are simple measurements, usually at last visit. (2) The size of the 
anastomosis is compared with that of the aorta between the anastomosis and 
the subclavian artery and presented as a percentage of the latter. No figure 
is given in cases in which detailed measurements were not made 


coarctation). Three developed cerebrovascular acci- 
dents ; and, finally, one patient with auricular fibrilla- 
tion, mitral stenosis, and aortic incompetence was ad- 
mitted in congestive cardiac failure. 

The presenting symptoms of these nine patients, who 
had been previously well, were manifestly due to serious 
complications. Equally important complications, how- 
ever, occurred silently in other cases and were unex- 
pectedly found at operation. The dramatic onset of 
these complications is illustrated particularly by those 
who suffered vascular accidents. A labourer aged 47, 
for example, enjoyed perfect health until his sudden 
collapse at work from a dissecting aneurysm, which 
proved fatal in a few days. 


Discovery of Symptomless Cases 

In several instances the cardiovascular system became 
suspect many years before the correct diagnosis was 
reached. Four patients, for example, had been diag- 
nosed in childhood as having rheumatic heart disease 
on discovery of a cardiac murmur. In fact, an unex- 
pectedly high incidence of rheumatic fever has been 
reported in patients with coarctation, and three of our 
cases gave histories of it. One further patient had the 
signs of valvular disease, possibly rheumatic, with mitral 
stenosis, aortic incompetence, and auricular fibrillation, 
in addition to coarctation. 

The initial findings that eventually led to the diagnosis 
of coarctation in these 43 patients were heart murmurs 
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Diagram showing anatomy of coarctation in 40 cases resected. The dotted lines indicate site of resection. 


in 26, hypertension in 12, pulsating swelling in ihe neck 
in 2, and x-ray examination in 3. , 

The majority of cases were therefore accidentally 
discovered in the first instance and had no symptoms due 
to the coarctation. Some had an impressive capacity 
for hard manual work, enjoyed excellent health, and 
were object-lessons of how little incapacity coarctation 
of itself need cause. Three patients who have not had 
resection and are now over 40 are conspicuous 
examples : 

Case I, a steel-bender, was advised at the age of 38 (B.P. 200/ 
100) to change his job for a lighter one. At 42 (B.P. 205/100), he 
self-consciously confessed that he had not found it necessary to 
take this advice. 

Case D had a blood pressure of 220/110 at 28 and was advised 
about her heart. She next came for advice during her fifth preg- 
nancy, was with difficulty persuaded to relinquish her part-time 
job as a porter, and went intrepidly to term with a normal 
delivery. At 46, and grossly obese, she admitted to a little 
dyspnoea (B.P. 250/125). 

Case E \ed an active life and has normal health at the age of 
46 (B.P. 200/100) (B.P. 170/100 aged 28). She had four full- 
term deliveries (Table I). 


Intercurrent Symptoms 


As a result of one or other of the initial findings, 23 
patients had had attention drawn to their hearts a consider- 


able time before coming under our observation, and by 
then were 18 years of age or older. Eighteen had developed 
one or more of the following symptoms : headaches, dizzi- 
ness, palpitations, dyspnoea of effort, easy fatigability, faints, 
precordial or other chest pain, and pains or heaviness in 
the legs. There were no symptoms in five cases. 

By contrast, four other patients attained the age of 18 
years or more without being aware of any cardiovascular 
abnormality until coarctation was discovered. All were 
symptom-free. 

This contrast alone suggests that many of the symptoms 
which developed in the 18 patients were due to cardiac 
anxiety. The clinical assessment of their symptoms, though 
often difficult for this very reason, led us to the same general 
conclusion. The correspondence between the list of symp- 
toms that had developed under awareness of a cardio- 
vascular defect and that noted by Wood (1941) in Da Costa's 
syndrome is further evidence of their neurasthenic nature. 
Again, eight asymptomatic patients were observed by us 
for a year or more (mean period two to five years) between 
the making of the diagnosis and the performance of the 
operation ; during this period of observation three developed 
symptoms due to a mild cardiac anxiety state despite 
attempts at prevention by assurance and explanation. 

It is unnecessary to attribute this disconcerting incidence 
of anxiety neurosis to any special liability of subjects with 
coarctation to develop it ; it is a well-recognized consequence 
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of the diagnosis of heart disease in any form. White (1951) 
found an incidence of neurocirculatory asthenia (effort syn- 
drome) of 4.7% in cases of organic heart disease. In only 
two of our cases was neurosis incapacitating, and these had 
very inadequate personalities ; however, even patients of 
ordinary stability of mind showed a tendency to develop 
anxieties about their health to a degree which was some- 
times sufficient to encroach on their well-being and working 
capacity. 

Fainting attacks occurred in eight patients; they were 
usually multiple, but were single in one instance. No clear 
cause could be found in any, but one patient developed a 
spontaneous subarachnoid haemorrhage later. The attacks 
were not observed by us, but appear to have been a simple 
syncope, usually with loss of consciousness for a few 
moments, It is of interest that in all of these patients atten- 
tion had been called to the cardiovascular system before 
the attacks began, and it will be realized that Wood (1941) 
reported syncope in 34.5% of his cases of Da Costa's syn- 
drome. However, from the lack of corroborative evidence 
of psychoneurosis in some cases we were reluctant to ascribe 
all the episodes of syncope to this cause, although unable 
to provide an alternative explanation. 

Pain in the front of the chest was experienced by five 
patients. It never had the typical features of angina pectoris 
and was usually rather nondescript. In two patients it had 
some characteristics of intercostal neuralgia, and it is pos- 
sible that pressure from the dilated anastomotic intercostal 
arteries was responsible. No neurological signs of spinal 
cord or root affection were found in these or our other 
patients, although such have been described (Wyburn-Mason, 
1943). 

Pain in the legs could not with certainty be ascribed to 
ischaemia and was not typical of intermittent claudication, 
but consisted rather of aching or heaviness after effort, or 
towards the end of the day. The symptom occurred in 
eight patients, all of whom had been aware of a cardiac 
abnormality for many years. 

Although many of the symptoms that develop in persons 
with coarctation may have no organic basis, serious mischief 
may proceed silently under their cover. 

A man (Case 26) aged 20 complained of tiredness, dys- 
pnoea, vague pains in the feet, and headaches for about 
a year, during which time no apparent cause was discovered 
and psychiatric treatment was given. Eventually embolism 
of the dorsalis pedis artery disclosed the true state of affairs, 
and on transfer to Hammersmith Hospital blood cultures 
confirmed the diagnosis of subacute bacterial infection due 
to Streptococcus viridans associated with a coarctation. 


Epistaxis 
Epistaxis occurred a number of times in five patients. One 
of these had a cerebrovascular accident later; in his case 
and in three of the others the blood pressure was only 
moderately elevated ; in the fifth it was unusually high. 


Complications 
The complications which were found either clinically or 
at operation are described below. 


Subacute Bacterial Infection 


One patient (Case 26) had manifest subacute bacterial 
endocarditis or endoaortitis when first seen by us. 


Case 26.—The “ functional” nature of his symptoms had led 
to their being attributed to neurosis until subacute bacterial in- 
fection declared itself by an embolus in the dorsalis pedis artery. 
Culture of Str. viridans from the blood confirmed this diagnosis. 
The infection responded to penicillin before operation. Thoraco- 
tomy revealed a post-stenotic saccular aneurysm of the aorta, 
45 mm. in diameter. Six centimetres of the aorta, including the 
aneurysm, was resected, being replaced by a freeze-dried aortic 
homograft. The resected specimen showed a coarctation with a 
2-mm. orifice opening into a dilated aorta, from one wall of 
which the aneurysm bulged. At the site of the aneurysm the 
media was totally interrupted and replaced by fibrous tissue; 


vegetations showing inflammatory cell infiltration were found on 
the intima (Fig. 1). A year after operation this patient remained 
perfectly fit. 

Vegetations were found on the resected segment of aorta 
in seven further cases: in four of these no suspicion of 
infective endoaortitis had been entertained. 

Case 14.—A young man had been under observation for two 
years before operation, yet, though vegetations on the aortic 
intima were found 
just below the coarc- 
tation from which 
Str. viridans was 
cultured, nothing 
could be discovered 
other than a period 
of low-grade fever— 
99° F. (37.2° C.— 
on looking back 
through his records, 
which would enable 


T 
with penicillin for Oo cm. 


follow-up of over iG. 1.—Photograph of resected — 

two years has there 0m and aneurysm in Case 26. The s 

been any evid men has been bisected longitudinally’ and and 

of fasther infection. laid open to show both halves. The co- 
arctation can be seen at the upper end of 

Case 17. — The the specimen. 
second silent case 
was that of a boy whose resected segment of aorta contained 
vegetations, sterile on culture, but otherwise resembling, both 
grossly and microscopically, those of the preceding case. Look- 
ing back, occasional evening temperatures of 99° F. (37.2° C.) 
had been recorded, though nothing more suggestive than this was 
discovered. The blood sedimentation rate was 3 mm. in one 
hour (Westergren). 

Case 12.—The third case was that of a young man of 20 years 
who was symptom-free and had no signs of infection. Sterile 
vegetations were found at the site of coarctation. Both this 
patient and Case 17 remained well for over two years from the 
operation. 

Case 40.—In the fourth case there was no clinical evidence of 
infection. Unusually exuberant vegetations were found arising 
from the coarctation. Macroscopically they resembled those just 
described, but microscopically. were found to consist of almost 
acellular fibrin. 

Three further cases (Nos. 18, 29, and 32) had fever during 
pre-operative hospital observation. There were no signs of 
infective endoaortitis and blood cultures were negative, but, 
as experience had shown how insidious the process could 
be, antibiotics were given before operation. In each case 
sterile vegetations were found on the aortic intima. All 
three patients have remained well since operation. 

Case 18.—This patient was a boy in whom a cardiac abnorfm- 
ality was diagnosed when he was admitted to hospital because of 
nephritis. His low fever, never beyond 100° F. (37.8° C.), was 
unaccompanied by symptoms. He was treated with penicillin for 
three weeks before ope ation. A plaque of adherent fibrous peri- 
aortitis was found on t ie medial aspect of the aorta, 5 mm. below 
the coarctation. It measured | cm. im diameter and overlaid a 
paich of intimal vegetations which extended from the mouth of 
the stenosis on to the aofta just below The vegetations were 
sterile on culture, and the histological appearances were uninform- 
ative regarding infective aetiology. 

In eight cases, therefore, vegetations were encountered 
on the aortic intima at and below the coarctation, and in 
only one was infective endoaortitis clinically evident. 

The infective nature of these vegetations is not certain 
except in Cases 14 and 26, in which Ser. viridans was cultured 
from the vegetations and the blood respectively and clumps 
of bacteria were seen in the histological sections. Such 
bacteriological evidence was not to be expected in the four 
others who had pre-operative antibiotic therapy, but in these 
and in two others the appearances of the lesions closely 
resembled those of Case 14. It is therefore possible that 
all had an infective origin. 

Acellular fibrin deposits on the intima were recognized 
in several other cases, but their macroscopic and histo- 
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logical appearances were distinctly different. These are 
the so-called “jet lesions” described by Edwards er al. 
(1948). 

Among Abbott's (1928) 200 cases of coarctation were 14 
instances of infective endoaortitis. Four of these had resulted 
in rupture of the aorta The silence of the infection is 
sinister, therefore, in that disaster may happen before the 
complication is recognized and before antibiotic therapy ts 
indicated. 

Dissecting Aneurysm of the Aorta 


The calamity of dissecting aneurysm of the aorta was en- 
countered twice. The sudden onset and the rapidly fatal 
issue in one case have been mentioned : 

Case L.—A labourer (Table I) aged 47, previously in excellent 
health, collapsed at his work. Comatose on admission to hos- 
pital, he remained in coma until he died on the fourth day. 
Necropsy showed coarctation with a dissecting aneurysm of the 


Fic. 2.—Six-foot (1.8 m.) postero-anterior radiograph of chest in 
Case 19, showing the aneurysm of the arch and descending aorta. 


Fic. 3.—Six-foot (1.8 m.) postero-anterior radiograph of chest in 
Case 19 after resection of the aneurysm and imsertion of aortic 
graft 
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aorta, The initial tear was a short distance above the aortic 
valve. and thrombus formation here had resulted in embolism 
of the brain and kidneys before final aortic rupture into the 
pericardial sac caused death from tamponade. 

The second was of slower tempo, and an attempt was made 
to deal with it surgically. 

Case 19.—A woman who had led an active life with good 
health had tonsillitis in September, 1952 (aged 35), followed three 
weeks later by severe interscapular pain radiating down the back. 
(B.P. 170/100). The femoral pulses were feeble and delayed. 
X-ray examination revealed an aortic aneurysm (Figs. 2 and 3) 
and a retrograde aortogram showed a dilated aorta with a double 
lumen. In March, 1953, she had a further attack of interscapular 
pain. A diagnosis of dissecting aneurysm was made. In October, 
1953, thoracotomy revealed coarctation below the origin of the 
left subclavian artery with dissection of the aorta below, giving 
entrance to a large aneurysm; there was a double lumen down the 
entire length of the thoracic aorta extending into the 
abdominal aorta for an undetermined distance (Fig. 4). The 
thoracic aorta from the subclavian artery to the diaphragm 
was resected and 


replaced by a freeze- 
dried = graft. The 
specimen showed 
that the initial tear 
was 2 cm. below the 
coarctation. There 
were no vegetations 
on the excised speci- 
men. The patient 
made a good re- 
covery, but in the 
convalescent home, 
six weeks after op- 
eration, a massive 
fatal haematemesis 
occurred. Necropsy 
revealed that the 
dissecting aneurysm 
had extended 
throughout the ab- 
dominal aorta to the 


bifurcation and had 
ruptured into the Fic. 4.—Excised aneurysmal sac in Case 
stomach. There was 19 viewed from below. The double lumen 
gross mucoid change __ is well shown, the false channel being the 
of the media with /Jarger, above, and the true lumen the 
corresponding loss smaller, below. 

of muscle in the aorta proximal to the graft and in the sub- 
clavian artery. 

The operation was a desperate expedient in the hope that 
success might attend replacement with a graft if the dis- 
section was favourably limited. This type of dissecting 
aneurysm must be regarded as one of the direct complica- 
tions of coarctation. 


Non-dissecting Aortic Aneurysm 


Saccular aortic aneurysms were recognized radiologically 
and found at thoracotomy in two cases. In each the 
aneurysm lay immediately beyond the coarctation. One of 
the patients (Case 26) had subacute bacterial infection and 
has been described; the other (Case 13) did not have an 
infective lesion. 


Case 13.—The diagnosis of coarctation was made by Dr. W. 
Brigden in this boy aged 7, who had pains in his limbs, thought 
at first to be rheumatic. X-ray films showed a large shadow just 
below the aortic arch, and its aneurysmal nature was confirmed 
by angiocardiography (Fig. 5). At thoracotomy, a saccular 
aneurysm, 35 mm. in diameter, began 20 mm. below the left sub- 
clavian artery. The main mass of the aneurysm extended deeply 
behind the hilum of the lung, and the wall was quite firmly attached 
to the spine and firmly blended with the oesophagus. The muscular 
layer of the oesophagus had been eroded and only oesophageal 
mucosa covered the thin wall of the aneurysm at this point. The 
aneurysm was mobilized, excised, and replaced by a 35-mm. 
aortic graft. In the specimen a coarctation with a 1-mm. orifice 
led eccentrically into the aneurysm, which had a large distal open- 
ing. During the three years of follow-up the patient had 
remained very well. The angiocardiogram, 20 months after re- 
section, showed a normal aorta (Fig. 6). 


Such aneurysms can be resected, although their presence 
adds to the risks of the operation. But the degree of 
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erosion and thinning found in Case 13 indicates that its 
initial manifestation might easily have been fatal rupture 
into the oesophagus. Although their tempo is slower than 
that of dissecting aneurysms, their silence makes their timely 
discovery so much a matter of chance that they are scarcely 
less hazardous to life. 

Post-stenotic dilatations were common. At operation they 
added to the difficulties of obtaining a uniform calibre of 
the reconstituted aorta. 


Intercostal Aneurysms 


Small saccular aneurysms occurred even more frequently 
on the intercostal arteries just below the coarctation, most 
commonly close to their origin from the aorta (Fig. 7). They 
were found at operation in six of our cases (Nos. 10, 20, 25, 
34, 36, and 37), and their walls were so delicate that blood 
could be seen swirling inside them. We were surprised to 
find no record of their rupture in the literature, but such 
an event might be mistaken for rupture of the aorta 


itself. Dr. Norah 
Schuster (1955, 
personal communi- 
cation), who noted 
them intact in two 
cases of coarcta- 
tion at necropsy, 
was of the opinion 
that they might 
very easily be 


overlooked. Their 


common incidence 
at operation and 
the hazard they 
constitute are at- 
tested by Gross 
(1953). 

These intercostal 


Fic. 7.—Photograph of resected aorta 
in Case 20. A _ thin-walled saccular 
aneurysm can be seen at the junction of 
an intercostal artery with the aorta just 
below the coarctation on the right-hand 
side of the picture. The coarctation can 


Fic. 5.—Angiocardiogram, left lateral projection in Case 13. 

The aneurysm is clearly shown in the upper portion of the 

descending aorta. There is no filling defect within the sac, and 

the descending aorta appears normal. The coarctation is hidden 

by the aneurysm. (Film reproduced by courtesy of Dr. Wallace 
Brigden.) 


Fic. 6.—Post-operative angiocardiogram of Case 13: left lateral 
jection. No anew is present, and there is filling of 
rr aorta with minimal constriction of the = 


aneurysms have all be seen at the upper end of the specimen. 


been clinically 
silent. Further- 
more, they were 
not evident on x- 
ray examination, 
except in two of 
our cases where 
they indented the 
barium-filled oeso- 
phagus (Fig. 8). 
Angiocardio- 
graphy also failed 
to outline them. 
In short, they are 
part of the occult 
threat of fatal vas- 
cular rupture that 
besets persons with 
coarctation. 


Intracranial 


F 8.—Ch d ith bari 
1G. = est radiogra wit arium 
Cerebrovascular swallow (left lateral ration} in Case 
accidents occurred 10, The upper part of the oesophagus is 
in three of our displaced forward by the st-stenotic 
patients. dilatation of the aorta immediately below 
‘ the coarctation. Below this is another 
Case 2. — Male. more sharply localized indentation of the 
Cardiac abnormality oesophagus produced by an intercostal 
discovered at birth. aneurysm. 
1944 (aged 25): 
complained of frontal headaches. 1947: “stroke” with hemi- 
plegia, with almost complete recovery; coarctation diagnosed. 
1949: resection of coarctation; before resection, average brachial 
blood pressure was 237/109; after resection average brachial 
pressure, during six years follow-up, was 180/103. No further 
cerebrovascular accidents. 


Case 8.—Male. 1950 (aged 12): sudden onset of headache 
when diving into swimming-pool; meningism and impaired con- 
sciousness followed; brachial blood pressure 168/104; sub- 
arachnoid haemorrhage confirmed by lumbar puncture; good 
recovery. 1951: resection of coarctation. Followed up for five 
years—remained very well. Average brachial blood pressure: 
pre-operative, 165/105; post-operative, 138/75. 

Case 22.—Male. 1953 (aged 17): classical spontaneous sub- 
arachnoid haemorrhage; slow recovery; resection of coarctation. 
During two years’ post-operative observation remained well. 
Average brachial blood pressure: pre-operative, 203/111; post- 
operative, 145/82. 
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The brachial blood pressure in these three patients was 
higher relative to their age than in most of our cases, and 
doubtless was a factor in the aetiology of the intracranial 


lesions. 
Hypertension 

In all our cases the brachial blood pressure was elevated 
for the individual's age and sex above the average value 
expected in the general population (Stocks and Karn, 1924; 
Hamilton et al., 1954). The elevation affected both the 
systolic and the diastolic pressure, except where the latter 
was lowered by aortic incompetence. The hypertension 
was usually moderate in degree, and it increased with age 
after the fashion of the blood pressure in the population 
generally (Hamilton et ail., 1954), but at a somewhat accele- 
rated pace. Rapid rises in pressure or rapid deterioration 
of the patient from increasing hypertension were observed 
in only one patient (Case 7), a girl who, whilst under observ- 
ation, developed papilloedema in association with unusually 
high levels of blood pressure. 

Case 7.—In 1948, when aged 12, this girl was suspected of 
having rheumatic fever with carditis. Coarctation was discovered, 
but it was possible that active rheumatism was also present. 
Later, tuberculous gingivitis and cervical adenitis developed. In 
November, 1949, she could not see the blackboard at school. 
Bilateral papilloedema and one superficial retinal haemorrhage 
were present with arteriovenous nipping. Brachial blood pressure 
200/125. Femoral pulses barely palpable, and femoral blood 
pressure not obtainable. September, 1950, retinopathy had not 
progressed. Blood pressure 190/130. Clinical urine tests normal. 
Effective renal plasma flow 278 and 415, and glomerular filtration 
rate 132 and 157 ml. a minute (duplicate measurements). Resec- 
tion of coarctation with direct anastomosis carried out. Papill- 
oedema subsided. Remained well during five and a half years’ 
post-operative observation. Albuminuria noted in October, 1953, 
but not subsequently. Present assessment: Condition of optic 
disks consistent with healed papilloedema; no retinopathy; no 
albuminuria; renal plasma flow 268 and 344, and glomerular 
filtration rate 41 and 60 mi. a minute; no delay in femoral pulse 
peak ; no palpable collateral vessels ; average brachial blood pres- 
sure after operation 175/100 (before operation 190/130). The 
change in renal clearances suggests deterioration of renal 
function. 

So far as we know, papilloedema has not previously been 
described in coarctation, and the hypertension existing in 
the upper parts of the body has not been reported to enter 
a malignant phase. Case 7 seems to be a unique exception. 

The probable part played by hypertension in the produc- 
tion of intracranial vascular lesions in three of our patients 
has been mentioned, and this point and the aetiological 
role of hypertension in dissecting aneurysms are more fully 
discussed below. Apart from this, the hypertension of co- 
arctation was remarkably well tolerated. Uraemia did not 
occur, and heart failure was found only in association with 
valvular defects of the heart. 


Heart Failure 


Congestive heart failure occurred in only two patients, 
but caused death in both. 


Case F.—Male (Table 1). Congenital heart disease was diag- 
nosed at school, but he lived an active life until the age of 33, 
when dyspnoea and recurrent bronchitis began. He continued 
to work intermittently until aged 40, when nocturnal dyspnoea 
and oedema of the legs set in. Auricular fibrillation was then 
present and the heart was enlarged. The first heart sound was 
accentuated and there was an apical diastolic rumble; a systolic 
murmur with thrill was present at the base of the heart and an 
early diastolic murmur along the left sternal border. Blood pres- 
sure was 160/100, and the usual signs of coarctation were present. 
E.C.G. showed left bundle-branch block. He died at home 
(aged 41) a year later. No necropsy was performed. Clinical 
diagnosis: coarctation of aorta; aortic incompetence and 
probably aortic and mitral stenosis. 

Case K.—Male. Heart disease known since childhood. 
There had always been some dyspnoea of effort. Pneumonia 
1949 and 1952. On examination (1952, aged 55) gross cardiac 
enlargement, chiefly left ventricle. Loud systolic murmur at 
base; early diastolic murmur at left sternal edge; apical mid- 
diastolic murmur. Blood pressure 170/60. X-ray film showed 
calcified aortic valve and dilated ascending aorta. E.C.G. left 
ventricular hypertrophy. Heart failure imminent. Died at home 
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two months later. No necropsy. Clinical diagnosis—coarcta- 
tion of aorta; aortic stenosis and incompetence. 

Severe valvular lesions were present in both these patients, 
and presumably accounted for failure of the heart. Hyper- 
tension was not severe in either at the time of observation. 


Natural History of Coarctation 


The high incidence of serious events and ominous opera- 
tive findings in our patients is in line with what is known 
of the natural history of coarctation. Necropsy series in- 
dicate that the majority of patients with the “ adult type” 
of coarctation die before the fifth decade of life. Seventy- 
four per cent. of Abbott’s (1928) collected cases (200 cases, 
including none under 3 years of age) and 61% of 104 
additional cases collected by Reifenstein er al. (1947) had 
not survived the 40th year of life. Such statistics, being 
derived from necropsies, may give an unduly gloomy im- 
pression ; but, unfortunately, available clinical studies which 
should give a truer perspective are much less extensive. 

Lewis (1933), Bramwell (1947), Campbell and Suzman 
(1947), Newman (1948), and Shapiro (1949) give clinical 
accounts of a total of 94 cases of coarctation, of which 27 
were fatal. When death was from cardiovascular causes 
(excluding two patients who died after surgical operation), 
the average age at death was 33 vears, and only seven had 
passed the 40th year. Where the ages of the remaining 
subjects were given, only six were recorded to have passed 
the 40th vear of life. 

The evidence is clear that many if not most patients with 
coarctation die before middle age. 


Causes of Death 


Although they may have no symptoms persons with co- 
arctation live in danger. Vascular complications are often 
sudden and overwhelming, and may preclude effective treat- 
ment when they have set in; they challenge resection to 
prove itself prophylactic as well as anatomically corrective. 
The vascular complications are sometimes remote from the 
coarctation, and analysis of the mode of death, in its re- 
lationship to coarctation as the basic lesion, is of great 
importance. ; 

The region of the coarctation itself is sometimes the seat 
of fatal lesions. In our cases, actually or potentially in- 
fective vegetations were found eight times. Excision of the 
coarctation should abolish the risks from this complica- 
tion. However, infective endocarditis is more common 
than infective endoaortitis in coarctation. Of the 23 cases 
of one or other in the series of Reifenstein et al. (1947), 
only six had endoaortitis without endocarditis, and the large 
majority of cases of the latter lesion had infection of bicus- 
pid aortic valves. Since the same authors found bicuspid 
aortic valves in 42% of all cases of coarctation, it is 
obvious that a considerable part of the hazard from infec- 
tion resides in this lesion alone, which would not be 
expected to be diminished by resection of the coarctation. 

The other local lesion in reference to coarctation is 
aneurysm formation, which was found twice in the post- 
stenotic aorta and six times in the intercostals entering below 
the stenosis in our cases. One further case had a dissecting 
aneurysm with the initial tear just below the coarctation. In 
5 of the 104 cases of Reifenstein er al. (1947) rupture of the 
aorta had taken place beyond the coarctation. Abbott (1928) 
also found rupture in direct relation to the stricture in 5 of 
her 200 cases. Prevention of this complication may also 
reasonably be expected from resection and reconstitution of 
a full lumen. 

Other vascular lesions are more remote from the coarc- 
tation. The initial tear in our other patient with dissecting 
aneurysm was located just above the aortic valve. It was 
situated in the ascending aorta in 19 of the cases of Reifen- 
stein et al. and in 33 of those of Abbott. The aortic valve 
was bicuspid in no fewer than 17 of the 33 cases reported 
by Abbott, and it is noteworthy that Gore (1953) found 
bicuspid aortic valves in 9 out of 32 cases of dissecting 
aneurysm in persons aged under 40 (in these it was asso- 
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ciated with coarctation only once). The initial tear was 
in the ascending aorta in the great majority. By contrast 
with coarctation Gore found that hypertension was excep- 
tional in cases of dissection under the age of 40 though 
the rule after that age, and concluded that the elevated 
blood pressure exploits the weakness of primarily diseased 
or abnormal vessels, though it might also aggravate the 
degeneration of the media which underlies dissection. 

Intracranial vascular lesions occurred in three of our 
cases. Subarachnoid haemorrhage was proved in one. The 
high incidence of intracranial aneurysms of the congenital 
type is well recognized in coarctation (Abbott, 1928), and 
rupture of these appears to constitute the main hazard 
from intracranial lesions, though cerebral thrombosis may 
also occur. Reifenstein et al. (1947), reporting 11 cases of 
intracranial lesions among their 104 necropsied cases, found 
no instance of cerebral haemorrhage that had not originated 
in an aneurysm, either “congenital” or mycotic. Hyper- 
tension is provocative of rupture of these aneurysms, but 
rupture may occur also in normotensive persons (Taylor 
and Whitfield, 1936 ; Magee, 1943 ; Walton,*1952 ; Stehbens, 
1954). 

Hypertensive heart failure did not occur in our cases, 
although hypertension, by adding to the load placed on 
the left ventricle by aortic valve disease, may well aggravate 
failure. The great majority of the patients of Reifenstein 
et al. and of Abbott who had heart failure also had other 
cardiac lesions, but Abbott remarked that there was a 
relatively small group in which coarctation and the 
secondary changes in the circulation that arise from it had 
apparently been the essential factors in the cardiac strain. 
It is in early childhood, possibly before the collateral cir- 
culation is well developed, that the heart most often fails 
from the hypertension of coarctation (Mustard ef al., 1955), 
although even at this time there are often associated lesions 
such as persistent ductus arteriosus and endocardial fibro- 
elastosis. Reduction of the blood pressure can be expected 
to prevent some of the complications that occur at a 
distance from the coarctation, and this reduction is one of 
the chief aims of resection. 


Pregnancy 


The risk of rupture of the aorta in patients with coarcta- 
tion is commonly believed to be increased by pregnancy. 
Mendelson (1940), reviewing the literature, cited 31 cases of 
pregnancy in patients with coarctation ; dissecting aneurysm 
had occurred in two patients. Ten of our patients had one or 
more pregnancies, and their obstetrical histories were of 
interest. Three of these patients did not have surgical 
treatment ; one had had five and another had had four 
full-term deliveries without incident ; the third patient had 
had two pregnancies, both terminated at term by elective 
caesarean section. Six patients had had pregnancies before 
being referred for surgery—two had had one pregnancy ; 
three had had two pregnancies, and one had had three full- 
term normal deliveries before resection. 

The indications for therapeutic abortion were the fear of 
rupture of the aorta rather than actual deterioration of the 
patient. Blood-pressure measurements showed a lowering 
of the pressures in the middle trimester ; there was usually 
a rise of pressure in late pregnancy and during parturition. 
This corresponds with the findings of Dixon and Hartley 
(1955). 

Our experience of pregnancy in coarctation is too slight 
to permit conclusions of a general character; but clearly, 
while great care in management is required, pregnancy can 
be brought to a successful conclusion in many cases. Two 
‘of our patients have had normal pregnancies and deliveries 
following resection of the aorta. 


Physical Signs 
Some of the most important signs in the assessment of 
patients may be mentioned. 
Habitus—The development of stature was retarded in 
many cases. The lower limbs were underdeveloped, the 


pubis-to-ground measurement was short, whilst the upper 
parts of the body were particularly well developed and 
sturdy, and span exceeded height—in one case by as much 
as 5 in. (12.5 cm.). Disproportion was most pronounced in 
two patients in whom the aorta was completely interrupted 
by an imperforate diaphragm. 

“Carotid Swell.”—The augmented carotid pulsation was 
very characteristic, and of itself suggested the diagnosis. 
A sustained ‘systolic arterial wave or “swell” appears in 
the suprasternal fossa and travels outwards along the sub- 
clavian arteries and up the carotids, where it is best observed. 

Collateral Arteries.—These were most often found around 
the scapulae, but examination of the intercostal spaces, the 
axillae, and the posterior triangle of the neck sometimes 
revealed them. Such enlarged anastomotic arteries were 
found in 42 of our cases. They were absent in 10 patients, 
whose ages were 3, 5 (two cases), 7, 10, 18, 19, 25, 30, and 
36 years. Thus their absence was not explicable by youth 
of the patients, nor did it correlate with the disproportion 
in habitus. 

Murmurs 


Systolic murmurs are a feature of coarctation. The pre- 
cordial systolic murmur was often nondescript, but a 
characteristic murmur occurred in many cases: loudest at 
the sternal borders, its onset separated from the first heart 
sound by a brief silent interval, it slowly reached maximum 
intensity and declined through the second heart sound into 
early diastole. Distinct from this, in nine cases which came 
to surgery there was a loud rough systolic murmur at the 
base, accompanied by a basal systolic thrill in six. In the 
other three, a thrill was not palpable over the praecordium 
but only over the carotid arteries. These murmurs sug- 
gested aortic stenosis, but for lack of corroboratory signs 
in the other seven this diagnosis was made in only two 
cases. The systolic gradient across the aortic valve was 
measured in these two cases; in one it was 20 mm. and in 
the other 10 mm. These gradients suggested mild stenosis, 
and aortic valvotomy was not attempted. Post-operatively, 
their murmurs were unchanged. Of the remaining seven 
cases, one came to necropsy and the aortic valve was 
bicuspid with somewhat thickened leaflets ; three others had 
no murmurs at the base of the heart after operation, and 
three had fainter murmurs without thrills. It will be re- 
called that in one patient, who did not have surgery, a 
clinical diagnosis of aortic stenosis was made and calcifica- 
tion of the aortic valve was seen on x-ray examination. 

Subaortic stenosis is known to occur in association with 
coarctation (6% of Abbott's cases), but our experience here 
indicates caution in making this diagnosis from the pre- 
cordial signs alone. From the post-mortem findings in one 
case it is tempting to ascribe these rough basal systolic 
murmurs to bicuspid aortic valves, but their diminution 
after operation seems to indicate that they had included a 
component from the coarctation or the collateral arteries. 
We would therefore prefer to underline the difficulty of 
their interpretation (Smith and Matthews, 1955). One 
patient (Case 27) had a loud pansystolic murmur maximal 
in the third left intercostal space, thought to be due to a 
ventricular septal defect. 

Over the upper dorsal spine, and sometimes widely con- 
ducted up and down, there was a prolonged murmur, again 
of late onset with reference to the first heart sound and 
continuing well into cardiac diastole. A murmur of similar 
character and timing could occasionally be traced to its 
origin in a superficial anastomotic artery and be caused to 
disappear by digital occlusion of this vessel. 

The delayed dorsal interscapular ‘systolic murmur may 
arise in the coarctation itself or in dilated and tortuous 
intercostal and anastomotic vessels. In one instance a thrill 
felt at operation on a patient with a complete stenosis 
appeared to be caused by blood entering the distal aorta 
from the intercostal arteries. These murmurs are heard 
in the majority, and their site is a rough guide to the site 
of the coarctation. When the coarctation is at the usual 
site the murmur is loudest between the scapulae in the 
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region of the third dorsal spine. By contrast, however, in 
lower thoracic and abdominal coarctations the murmur is 
best heard in the vicinity of the stenosis, as indicated in 
the following case (not included in the series). 

A married woman aged 26 presented with severe hypertension 
(B.P. 250/140) in the upper limbs and delayed femoral pulses. 
Auscultation revealed a systolic and an early diastolic murmur 
in the epigastrium and upper lumbar region, maximal over the 
lumbar spine. Slight collateral pulsation to the right of the 
sternum and in the left scapular region was discovered. An 
aortogram revealed a coarctation at the level of the renal arteries. 

A mid-diastolic murmur was heard pre-operatively at the 
cardiac apex in 15 of the 40 resected cases. It resembled 
the diastolic murmur of mitral stenosis sometimes very 
closely, but more often it was shorter and less rumbling, 
and was inconstant, being clearly audible on some occasions 
and not at all on others. In 11 of these cases there was 
radiological evidence of left ventricular enlargement, but 
this was absent in four. Furthermore, left ventricular 
enlargement was found in 18 cases in which a mid-diastolic 
murmur was never heard. In 6 of the 14 cases an early 
diastolic diminuendo murmur was audible at the left sternal 
border, but this was also heard in two cases that never 
exhibited an apical diastolic murmur. Two of the six cases 
that had both early and mid-diastolic murmurs showed 
resistency of the ductus arteriosus, and after resection of 
the coarctation and ligation of the ductus neither murmur 
could be heard; in the remaining four cases the early 
diastolic murmur was attributed to aortic regurgitation. 

The mechanism of the mid-diastolic murmur is unknown. 
It was not related to size of the left ventricle, but was 
present in six of the eight cases with aortic regurgitation, 
although the converse did not hold. The cases associated 
with persistent ductus are of additional interest in that a 
similar mid-diastolic murmur has been recognized in that 
condition without coarctation. 

No evidence of mitral stenosis existed in these cases, 
although amongst the unresected cases was one with heart 
failure and good clinical evidence of mitral stenosis, 
but necropsy was not carried out. Minor degrees of 
mitral stenosis were therefore not excluded, but were 
improbable. 

During post-operative observation the apical mid- 
diastolic murmur was not heard in six cases where it had 
been heard before, but the significance of this is open to 
doubt because of the intermittency of the murmur. Two 
of these cases had had a persistent ductus arteriosus. The 
murmur was never heard de novo post-operatively. Where 
it disappeared, the left ventricular size was smaller on 
x-ray examination in one case but unchanged in the others ; 
the fall in blood pressure was greater than the group mean 
fall in two cases and less in one. With the exception of 
the cases with persistent ductus, no reason was apparent, 
therefore, for the disappearance or continuance of this 
apical murmur. 

An early diastolic murmur was heard pre-operatively at 
the left sternal border in eight resected cases. In all of 
them, including two cases with wide patency of the ductus 
arteriosus, it had the usual characteristics of the murmur 
of aortic regurgitation, and the typical continuous murmur 
was not heard in any instance. The ductus entered the 
narrow segment of aorta just above the constriction. The 
combination of persistent ductus and coarctation must there- 
fore be regarded as another cause of the replacement of 
the classical continuous murmur of the ductus by separate 
systolic and diastolic elements. In the resected cases the 
degree of aortic incompetence was usually slight and never 
very gross. In two umresected cases, however, gross aortic 
incompetence was present ; both had heart failure and have 
been described above. 

After operation the early diastolic murmur disappeared 
in two cases of persistent ductus. In one of the cases of 
aortic incompetence it became louder after operation ; this 
was in a patient who had vegetations on the resected aorta. 
An early diastolic murmur was heard for the first time 
during post-operative observation in two cases; in one it 
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became quite loud, but in the other it was so soft that it 
may have been missed before. In neither was there evidence 


of infective endocarditis. 


Femoral Blood Pressure and Pulse 


The femoral blood pressure was measured with a suit- 
ably sized thigh cuff by auscultation over the popliteal 
fossa, and by palpation of the pulse at the ankle where 
possible. In this connexion it should be emphasized that 
the posterior tibial and dorsalis pedis pulses are sometimes 
palpable in coarctation even when the volume of the 
femoral pulse is appreciably diminished. In all cases the 
femoral pressure was either unrecordable or was of lower 
systolic value than the brachial pressure measured at the 
same time. The femoral diastolic pressure is difficult to 
measure with accuracy by this method, but when readings 
were obtained the values approximated to the brachial dia- 
stolic pressure. Normal values for the femoral blood pres- 
sure in large samples of the population are not available, 
but Steele and Cohn (1938) investigated it by arterial punc- 
ture in healthy subjects and found that it approximated to 
the radial pressure. 

In all cases the femoral pulse wave was either of small 
amplitude with delayed peak or could not be felt. The 
delay of the pulse wave peak, well described by Lewis 
(1933), and a cardinal sign of coarctation, can be appre- 
ciated clinically by simultaneous palpation of radial and 
femoral pulses. In health the femoral pulse peak is 
reached before or synchronously with the radial, but coarc- 
tation delays the wave so that the femoral peak is reached 
later than the radial. Graphic registration of the radial 
and femoral pulses is of assistance when clinical doubt 
exists (Fig. 9) (Counihan, 1956). 


Cardiography 
Cardiograms were available in 48 patients ; they showed the 
pattern of left ventricular hypertrophy in 26 and suggested 
it in 6 others. No evidence of left ventricular hypertrophy 
was seen in 12 cases. Right bundle-branch block was 
found in two and left bundle-branch block in one case— 
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Fic. 9.—Femoral and radial artery sphygmograms and simul- 
taneous cardiograms before and after operation in Case 7. The 
delay in the pre-operative femoral pulse is clearly shown, the 
peak occurring at the summit of the T wave of the cardiogram 
as compared with the peak of the radial wave, which occurs at 
the onset of the T wave. The post-operative tracings show that 
the delay has been abolished. [Reproduced by kind permission 
of the Editor of Clinical Science.] 
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this was the case of heart failure with aortic and mitral 
valve disease, and the only instance of auricular fibrillation. 
One patient (Case 40) had the Wolff-Parkinson-White syn- 
drome. 

The cardiographic position of the heart is more com- 
monly vertical in coarctation than in other hypertensive 
States. Among our cases a vertical position or intermediate 
position was found in the majority. In one case (No. 20) 
Lead ViR showing an rsR pattern, suggesting right ven- 
tricular hypertrophy in addition to left (Camerini ef al., 
1955). 


X-ray examination of the chest provides further signs 
of coarctation and helps to reveal its size and the state of 
the aorta. The x-ray films of 40 cases were available for 
this study. 

Deformity of the aortic arch is an important radiological 
sign. The arch was abnormal in 27 cases—large or aneurys- 
mal in 4, absent in 8, small in 5, and double in 10. The 
arch appeared normal in the remaining 13 cases in the 
postero-anterior view. 

Dilatation of the ascending aorta was found in 15 cases, 
and was of aneurysmal proportions in one. The descend- 
ing aorta displaced the barium-filled oesophagus forward in 

2 cases. This valuable sign, best seen in the left anterior 
oblique view (Fig. 8), was present in 6 of the 13 cases in 
which the aortic arch appeared otherwise normal, and raised 
the number of cases to 33 in which radiology without vas- 
cular contrast media permitted location of the site of coarc- 
tation in the aortic arch, The forward kink of the aorta 
at the point of coarctation and post-stenotic dilatation 
caused this displacement of the oesophagus. Post-stenotic 
dilatation had reached aneurysmal proportions in two cases. 
Also in two cases aneurysm of a post-stenotic intercostal 
artery produced a shorter indentation of the oesophagus ; 
in one of these the intercostal impression was in addition 
to that produced by the descending aorta (Fig. 8). 

Notching of the lower rib margins from dilated tortuous 
intercostal arteries was found in the x-ray films of 31 cases. 
In five instances rib-notching was present on one side only ; 
the right side was involved on four occasions, and the left 
once. Unilateral rib-notching may be caused by an abnor- 
mal origin of the left subclavian artery which arises from 
or near the coarcted segment, but such an anomaly 
accounted for only one of our cases, whilst a second 
patient with an abnormal subclavian had bilateral rib- 
notching. Greatly enlarged internal mammary arteries 
were occasionally identifiable as comma-shaped shadows 
behind the manubrium sterni in lateral films. 

Left ventricular enlargement was seen on x-ray examina- 
tion in 30 cases. The left ventricle appeared normal in 
size in nine, and was questionably enlarged in one. Great 
enlargement of the heart was found only when gross valve 
lesions were present, and when encountered should suggest 
a complicated coarctation. 


Angiocardiography 

Angiocardiograms were made through the venous route 
in 14 cases, according to the method described by Goodwin 
et al. (1953), and the site of coarctation was outlined in all 
of them. The origin of the left subclavian artery was well 
defined in 13, and the estimated distance from it to the 
proximal end of the coarctation corresponded well with 
the actual length found at operation. Measurement of the 
diameter of the aorta proximal to the coarctation on the 
angiogram also corresponded well with that found at 
operation. 

Venous angiography often overestimated the length of the 
coarctation and the diameter of the distal aorta. As a 
result, prediction from angiograms that grafts would prob- 
ably be necessary was open to error. In four cases the 
angiocardiogram suggested a long narrow coarctation which 
was found at operation to be a stricture suitable for primary 
anastomosis. Even in retrospect, angiocardiography did not 
reveal any of the intercostal aneurysms. 


Aortograms were made in two cases by catheterizing the 
radial artery and introducing the tip of the catheter into 
the aortic arch (Brodén et al., 1948 ; Jénsson ef al., 1948). 
An excellent outline of the coarctation was obtained, sur- 
passing in definition the angiograms by the venous route. 

When aortic homografts or substitutes are available, we 
believe that angiography is unnecessary unless atypical 
features are present. When grafts are not available, how- 
ever, angiography is advisable. If exact anatomical detail 
is demanded, aortography supplies it better than venous 
angiocardiography. 


The Surgical Operation 


Forty of our cases had a resection of the coarctation. Full 
technical details of the operation are beyond the scope of 
this paper, but certain points of interest and importance are 
worthy of record. 

Anaesthesia—This has been with thiopentone, curare, 
nitrous oxide, and oxygen. The hypotensive agent 
trimetaphan camphorsulphonate (“arfonad”) has been 
employed in the last 15 cases and has made mobilization of 
the aorta and the subsequent anastomosis a great deal easier. 
There have been no instances of an unusual rise in blood 
pressure after operation following its use. 


Technique 

In every case the aim has been to perform an end-to-end 
anastomosis that achieves a full aortic lumen at the site of 
the union. In most cases the diameter at the site of anas- 
tomosis was 80% or more than that of the aorta imme- 
diately above it. In 25 cases where accurate measurements 
were made, 9 had an anastomotic diameter equal to that 
of the aorta above (100%), and 12 had diameters between 
80% and 100%. In only four was it less than 80% (Table 
ID. 

Measurements of the diameters were made with adjust- 
able callipers and provided an estimate of the size of the 
lumen of the aorta. In general, the diameter of the aortic 
segment beyond the left subclavian artery but proximal 
to the coarctation approximates the diameter of most of 
the descending aorta in the chest. Comparison between 
this diameter and that at the site of the anastomosis there- 
fore afforded a method of measuring the success attained 
in achieving a uniform aortic lumen, and in restoring nor- 
mality. Because of the frequency of post-stenotic dilatation, 
the diameter of the aorta just beyond the coarctation was 
a less accurate guide. Comparison of diameters was not 
made when the proximal segment was very distorted, and 
was out of the question when the coarctation abutted 
directly on the origin of the left subclavian artery. 

The anastomoses have been done with 000 silk, using 
a continuous everting layer posteriorly and interrupted 
everting mattress sutures anteriorly. Originally 00000 silk 
was used, but the stronger sutures were employed after our 
experience in Case 6, when the suture line gave way six 
hours after operation owing to an actual break in the con- 
tinuous posterior layer of silk. The use of a modified 
Broem’s vice has made the anastomosis a much simpler 
and safer procedure, as the divided ends of the aorta can 
be maintained in constant relationship and both clamps 
can be moved as a unit. 

Freeze-dried aortic homografts have been available for the 
last 20 cases, but it has been our policy to reserve their use 
for cases with very definite indications until more is known 
about their ultimate fate. We have found it essential to 
use a graft in only two cases of post-stenotic aneurysm 
and one case of dissecting aneurysm. Only two of the 
earlier cases (Nos. 10 and 12) would, in retrospect, have 
benefited from a graft if one had been available. One (Case 
10) was a patient with a diaphragmatic type of coarctation 
with 4 cm. of hypoplastic aorta distal to the coarctation. 
As much of the hypoplastic aorta as possible was resected. 
The diameter of the aorta at the site of anastomosis was 
9 mm. and that of the aorta immediately above was 20 mm, 
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Operative Findings 


In all cases the coarctation was of the classical “ adult” 
type. Dissecting aneurysm of the aorta was present in one 
case, non-dissecting post-stenotic aneurysm of the aorta in 
two cases, and berry aneurysms of the intercostals in six 
cases. These last usually lay at ‘the origin of the first or 
second pair of intercostal arteries beyond the coarctation, but 
occasionally were seen more periphera!ly. They were very thin- 
walled and easily damaged. Their origin from the aorta was 
often unusually large, in some cases measuring 2-3 mm. in 
diameter. Histologically the walls of these dilated intercostals 
were often deficient in muscle and elastic tissue, and in 
places were composed solely of intima and adventitia. They 
were dealt with either by ligation or by suture at their 
point of origin from the aorta. The ductus arteriosus was 
patent in five cases (Nos. 1, 17, 26, 29, and 31), widely 
in two and admitting only a fine probe in the others; in 
all it entered just above the coarctation. The left subclavian 
artery entered the narrow segment in one patient; at its 
point of entry its lumen measured 4 mm. and the artery 
was narrow from aorta to its first branch, where it abruptly 
widened to normal size. (The pre-operative brachial blood 
pressure was 210/105 in the right arm and 170/115 in the 
left arm.) In one patient the left subclavian artery arose 
so close to the coarctation that the origin of the artery was 
included in the anastomosis (see diagram, page 380). 
Vegetations as previously described were found on the 
interior of the resected aorta in eight cases. 


Post-operative Course 


The immediate post-operative course was uneventful in 
most cases. The death of one patient six hours after opera- 
tion from rupture of a suture has been mentioned, Post- 
operative haemorrhage of severe degree occurred in two 
other cases but stopped spontaneously after transfusion. 

In the majority of cases the blood pressure in the arms 
was near pre-operative levels in the immediate post-opera- 
tive period for about 24 hours ; it showed marked fluctua- 
tions, but gradually fell during the subsequent week or so 
to a lower and more stable level. Hypertensive crises have 
not been encountered. Cases with aortic valve lesions did 
not behave differently from the others. 

In five cases abdominal pain in the post-operative period 
was severe enough to cause concern. In two cases it began 
on the fifth and in two others on the eighth post-operative 
day, was severe and colicky, and referred to the mid- 
abdomen but without localizing signs. In all four the pain 
subsided after several days. In the fifth case the pain was 
accompanied by a massive ascitic effusion. Resolution 
rapidly followed the removal of 2 litres of clear fluid. 
Price Thomas (1955, personal communication) has had 
similar experiences, and the signs demanded a laparotomy 
in an early case; the only abnormality seen was a little 
free fluid, mesenteric adenitis, and marked engorgement 
of the mesenteric vessels. Bowel function had not been 
disturbed in any of our patients, nor has there been any 
evidence of intestinal haemorrhage. There has been no 
evidence to suggest that the condition is due to mesenteric 
embolism. 

Chylous fluid continued to drain from the left chest in 
one patient for several days after operation. The thoracic 
duct bears a close anatomical relationship to the aorta, 
and was doubtless damaged in the dissection. Cardiac 
tamponade occurred about a week after operation in one 
case in which the pericardium had been opened and pres- 
sure readings recorded from the left ventricle. Repeated 
aspiration of the pericardium was necessary for a few days, 
but the condition then subsided. 

There have been no late complications in this series, but 
it has been our practice to delay ambulation for three 
weeks after operation and to restrict activities generally 
during the first six months. 


COARCTATION OF THE AORTA 


British 
Mepicat JOURNAL 


Results of Operation 


Mortality —Three patients died. Two of these have 
already been noted : Case 19 had a dissecting aneurysm 
of the aorta, and the operation was advised as a desperate 
resort. In Case 6 death occurred six hours after operation 
from haemorrhage from the aorta due to rupture of the 
suture line. The third death, that of a woman aged 30 
(Case 5), occurred suddenly five weeks after operation while 
she was in a convalescent home. At necropsy it was found 
that the suture line had parted and haemorrhage had taken 
place through the aperture in the aorta. Histologically, the 
aorta showed a cellular infiltration which suggested a low- 
grade infective process. These last-mentioned cases were 
the fifth and sixth of our series. It is well known that the 
mortality rates in any one clinic decrease with experience, 
and a mortality rate of less than 10% may now be antici- 
pated in practised hands. 

Follow-up.—The remaining 37 cases have been followed 
up after operation for periods ranging from three months 
to eight years, and all have remained in good physical 
health. Those patients who had symptoms from organic 
complications before operation have had no recurrences. 
Symptoms of cardiac anxiety states were alleviated in most 
of the cases in which they had been present pre-operatively, 
but were unchanged in three cases and worse in two. Both 
the latter had long-established neuroses, and one was a long- 
standing case of hysteria. Those patients who had syncopal 
attacks before operation had no recurrences after, but one 
patient developed occasional episodes for the first time post- 
operatively. No organic cause for them could be found. 

Physical Findings During Follow-up.—The arterial pulsa- 
tion in the neck always diminished. The femoral pulse 
increased in volume to within normal limits in all cases. 
The peak of the femoral pulse wave was reached either 
before or synchronously with the peak of the radial pulse 
in all but two cases. These findings were checked by 
arterial pulse records in 10 cases. Collateral arteries were 
no longer palpable. The murmurs were altered in all 
patients. The systolic murmur over the upper dorsal spine 
became fainter, but in only one case did it disappear com- 
pletely. Its genesis and the significance of its persistence 
have been discussed above; it continued to be heard in 
cases that gave eminently satisfactory results on all other 
counts, and it could not therefore be used to assess the 
adequacy of aortic reconstruction. Otherwise the altera- 
tions in murmurs were as would be expected : the precordial 
systolic murmurs became faint, the early diastolic murmurs 
of aortic incompetence generally did not alter, and the mid- 
diastolic murmurs were less frequent. Only the apparent 
evolution de novo of aortic diastolic murmurs after opera- 
tion in two cases was noteworthy. 


Blood Pressure 


_ The brachial blood pressure was reduced by the opera- 
tion. The change was studied in detail in the first 20 
patients in our hospital series, who were followed for 
three months or more after operation, and has been 
separately reported (Counihan, 1956). Both pre-operatively 
and post-operatively the brachial blood pressure fluctuated 
considerably. but the average of the post-operative pressures 
was lower by 32 mm. systolic and 16 mm. diastolic than 
the average of the pre-operative ones for the group. Statis- 
tically this fall is highly significant, the probability of its 
occurrence by chance being less than 1 in 1,000. However, 
the post-operative average brachial pressures were higher 
than the expected average pressures for the age and sex— 
that is, the pressures remained higher than normal. 

No relationship was found directly between the amount of 
fall of pressure and the diameter of the aorta measured at 
the site of anastomosis. However, the amount by which 
the post-operative brachial pressure exceeded the expected 
average for the normal individual was apparently related 
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to the degree of deviation from uniformity in calibre of the 
reconstructed aorta, so far as systolic pressure was con- 
cerned, but not diastolic. The greater the restriction of 
the aortic diameter the more abnormal the systolic pres- 
sure, But even when uniformity was attained in the 
diameters of the reconstructed aorta the blood pressure 
remained higher than the expected normal. 

The evidence that the residual hypertension was not due 
to the incomplete restoration of the aortic lumen in the 
cases studied is, first, all collateral vessels disappeared ; 
secondly, the delay in the femoral puise peak was abolished ; 
and, finally, the femoral systolic blood pressure was at least 
as high as the brachial. The measurement of the femoral 
blood pressure by auscultation may be open to some in- 
accuracy, but from our figures after operation the femoral 
pressure, like the brachial, was above normal. 

Many authors have found a generalized increase in the 
peripheral vascular resistance in coarctation. Furthermore, 
the fact that post-operative brachial pressures remained 
above the expected average for age is in harmony with the 
persistence of long-established hypertension after removal 
of a phaeochromocytoma or a diseased kidney. When a 
hypertensive agent has been acting for a sufficiently long 
time it appears that the blood pressure may become per- 
manently set at high levels. We noted a tendency to a 
greater fall in the younger subjects than in the older ; and, 
of course, the percentage fall has been greater in young 
subjects because their initial pressures were lower. 

The three patients who had cerebrovascular accidents have 
had no recurrence and are in excellent health after a post- 
operative follow-up of 64, 44, and 2 years. The average 
post-operative blood pressure was in each case lower than 
the average pressure before operation. The reductions in 
average pressures were 54 mm. systolic and 5 mm. diastolic 
in one case, 20 systolic and 25 diastolic in another, and 
58 systolic and 29 diastolic in the third, leaving these subjects 
with average pressures close to but somewhat above the 
expected average for their respective ages. In the one patient 
in whom papilloedema had been present it regressed after 
resection. 

The Cardiogram.—When the cardiogram had shown evi- 
dence of left ventricular hypertrophy it was exceptional for 
it to return to normal; it did so in only three cases and 
showed a change towards normal in one other. 


X-ray Appearances 

The size of the left ventricle was unaltered in almost all 
cases. It appeared smaller in four but larger in one. The 
aortic arch retained a double contour in four, but was 
smaller in one of these. Aortic dilatation regressed except 
in one case in which the arch remained prominent. Where 
noted before operation, posterior oesophageal displacement 
disappeared except in two cases in which it remained sub- 
stantially unchanged. 

Rib-notching usually remained unchanged, although in 
one youth (Case 22) there has been marked regression. 

Angiocardiography has been carried out post-operatively 
in only two cases, 9 and 20 months respectively after opera- 
tion. One patient (Case 13) had an eroding post-stenotic 
aneurysm excised and grafted. The pre- and post-operative 
angiograms are shown in Figs. 5 and 6. In both of them 
the appearances of the aorta were satisfactory. The angio- 
cardiograms of these two patients indicate that the recon- 
stituted aortic lumen remains fully patent. 


Discussion 


Full assessment of the place of resection awaits a longer 
follow-up than is possible at present, but the encouraging 
results, so far, make a discussion of policy fruitful. 

It has been shown that when organic symptoms occur 
in a person with coarctation serious complications have 
probably already developed. These may be remote from 
the coarctation (such as subarachnoid haemorrhage) or they 


may occur locally (post-stenotic or intercostal aneurysms) 
and clearly indicate resection. 

More often, however, the coarctation is accidentally dis- 
covered in a symptomless person, in whom the indications 
for surgery are less clearly defined. Investigations may 
reveal that trouble is afoot and that resection is desirable. 
But the finding of unsuspected vegetations and of thin- 
walled intercostal aneurysms at operation forbids com- 
placency when investigations have been negative. Watching 
and waiting may end in disaster, with the occurrence of a 
vascular catastrophe. Alternatively, anxiety states are prone 
to develop during the waiting period. We believe that it is 
advisable to come to a decision without undue delay. 

The menace from lesions in the neighbourhood of the 
coarctation has been successfully dealt with by resection in 
our cases. The occurrence of some of the more distant 
complications has been shown in this paper to depend, at 
least in part, on the hypertension. The reduction of this 
by resection has been demonstrated by detailed analysis of 
our first consecutive 20 cases that have been followed up 
for three months or more after operation. Our cases suggest 
that closest approximation to normal pressures is obtained 
in those patients in whom a uniform aortic lumen has been 
achieved, even though these pressures still remain above 
normal levels. It must be the surgical aim, therefore, to 
reconstruct the aorta with the maximum possible diameter. 
Marked residual constriction should be avoided by the use 
of grafts. The demonstrated fall in pressure does not seem 
to be large, but it should be noted that the figures refer 
to the average values of many pressure measurements taken 
at rest. They both reflect a constant lowering of the pres- 
sures and reveal the possibility that greater reductions have 
occurred in the blood pressure during daily activity as com- 
pared with levels obtaining before operation, since the blood 
pressure is said to rise excessively on effort in unresected 
coarctation (Gross, 1953). 

Our three patients who had suffered from intracranial 
vascular accidents before resection had no recurrences after- 
wards. In the one in whom hypertensive neuroretinopathy 
had appeared, it regressed after operation. 


Conclusion 


The mortality of the operation is now small and the results 
have been satisfactory. The brachial blood pressure has 
been lowered towards normal. Post-operative cerebro- 
vascular accidents, bacterial infection, aortic aneurysm, and 
heart failure have neither occurred nor recurred. 

These are reasons for confidence that the bad prognosis 
for life carried by coarctations has been improved by opera- 
tion, though this will be proved only by long follow-up. 

The pros and cons of operation may be summarized as 
follows:—In favour: (1) the improbability of surviving past 
middle age ; (2) the insidious or sudden nature of serious or 
fatal complications, such as aneurysms, endoaortitis, and 
cerebrovascular accidert ; (3) the reduction of blood pressure 
after operation; and (4) the low operative mortality. 
Against : (1) the difficulty of judging the risks to life in 
any individual patient ; (2) the uncertainty that resection will 
prevent the onset of serious complications ; and (3) the reluc- 
tance to submit a symptomless individual to a major opera- 
tion of a prophylactic nature. 

Serious consideration of this difficult problem has led 
us to believe that the pros outweigh the cons. Consequently 
we have recommended resection in all our cases below the 
age of 40 unless contraindicated by the presence of severe 
associated cardiovascular anomalies unlikely to be affected 
by the resection. 

The ideal time for operation is before adolescence, because 
then the vessels are healthier and local vascular complica- 
tions are less common. In addition, the likelihood of 
obtaining normal post-operative blood pressures is probably 
greater in the younger individual. Also, thoracotomy is 
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tolerated better by the young and anxiety states are unusual 
at this age. We believe, too, that a relatively serious opera- 
tion of election should be carried out before the individual 
has acquired responsibilities and dependants. 


Summary 

Fifty-two cases of aortic coarctation have been 
studied. 

A review of the literature and of our 12 unoperated 
cases emphasizes the poor prognosis in the untreated 
case. 

Forty patients were submitted to operation. 

Symptoms and physical and radiological signs have 
been evaluated before and after operation. 

A surprisingly high incidence of unexpected local 
complications was encountered at operation, owing 
possibly to the preponderance of adults. 

Three deaths occurred in the surgical series. 

Satisfactory clinical results were obtained in the sur- 
viving patients, who have been followed up for from 
three months to eight years. 

The brachial blood pressures have been reduced in 
all cases. 

The factors influencing the post-operative blood- 
pressure levels have been discussed. 

The indications for operation have been evaluated. 


We are grateful to the many physicians who have so kindly 
referred cases to us, and especially to Dr. Paul Wood and Dr. 
Terence East for allowing us to quote patients who have been 
under their care before and after operation; to Dr. Wallace 
Brigden, who most kindly allowed us to reproduce the pre- 
operative angiocardiogram of Case 13; and to Professor J. 
McMichael, who gave valuable advice and criticism. We are also 
indebted to Mr. L. L. Bromiley for permission to quote his 
operative findings in three patients. Finally, we must record 
our indebtedness to Sisters Anderson, Bowtle, and Prior for their 
invaluable and unstinted work in the wards and theatre. 
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SURGICAL TREATMENT OF CHILDREN 
WITH COARCTATION OF THE AORTA 


BY 


A. L. @ABREU, O.B.E., Ch.M., F.R.CS. 
AND 


CLIFFORD PARSONS, M.D., F.R.C.P. 
From the United Birmingham Hospitals 


Each advance in cardiovascular surgery increases the 
need for careful selection of patients suitable for opera- 
tion. It is particularly difficult to come to a correct 
decision about cases of aortic coarctation because the 
disorder is compatible with a long and active life. More- 
over, operation is not without risk, it does not always 
relieve hypertension, and even when the result seems at 
first to be successful an aneurysm may form at the line 
of anastomosis. 

The difficulty is aggravated because when coarctation 
is first diagnosed it is usually impossible to predict the 
course of the disease, and, although undoubtedly some 
patients may be destined to attain a ripe old age, others 
will die before their due time. Sometimes death is sud- 
den and without warning when the aorta or some smaller 
artery, such as one of those at the base of the brain, 
bursts under the strain; at other timies death comes 
slowly when the heart fails or superimposed subacute 
bacterial infection proves resistant to treatment. 

It might be possible to get a better idea of the likely 
outcome for the individual if the natural course of the 
untreated condition could be studied in a sufficiently 
large group of patients. But this again presents a prob- 
lem, for during life the disorder must sometimes elude 
discovery, and after death, unless this occurs in hospital 
or is reported to the coroner, the body is unlikely to be 
examined by a pathologist. Probably many people with 
aortic coarctation die at home and are certified as having 
had hypertensive heart disease, myocardial infarction, or 
apoplexy. We recognize that these factors must make 
figures inaccurate and may lead to false conclusions. 
Nevertheless the selection of patients for operation will 
depend on criteria determined by experience, and we 
therefore record our experience of coarctation at the 
Birmingham Children’s Hospital between July, 1950, and 


July, 1955. 
Mortality 

During these five years 30 infants (16 girls, 14 boys) died 
more or less directly as a result of coarciation, 17 within 
a week of birth, 8 within a month, and 5 within six months. 
Cases grossly complicated by associated defects have been 
excluded from this series. There was no record of a death 
from coarctation in an older child up to the age of 14, but 
we know of two deaths amongst adolescents with the disease. 
In this same period we saw at the hospital 22 children (14 
boys, 8 girls) with coarctation, 21 of whom still survive. 

It is impossible not to be impressed by the proportion of 
deaths occurring in infancy, especially in the first month. 
Fig. 1 (left-hand open column and solid columns marked A) 
shows that more than a third of Blackford’s (1928) series 
of 323 cases of coarctation died in infancy. Most of these 
early deaths are associated with the infantile type of co- 
arctation, but this is by no means invariable, and in our 
series one of the infants who died and two of the babies who 
have been operated on had the adult type of disease. Further, 
the infantile type of coarctation does not necessarily cause 
early death ; four of the older children had a long narrow 
segment of aorta proximal to the origin of the ductus 
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arteriosus, and in three of these the ductus remained patent. 
Moreover, it is quite possible to operate successfully in 
these cases. For these reasons we shall not regard our 
patients as belonging to two entirely different anatomical 
groups. 

There are reports of three large series of cases in which 
coarctation was found at necropsy. Blackford (1928) in- 
cludes both the infantile and the adult varieties in his review ; 

some of the cases 

asc Which he describes 
act A are the same as 
those reported by 
Abbott (1928). 

Reifenstein and his 


asec 

colleagues (1947) 
aac record the adult 
variety only and 
compare their 
cases with those 

- = & 


regarded by Abbott 


as examples of 
A. Blocktore (1928) ait types (127 intontite) 323éoses this type. This 


(928) Aut 200 cosas : 
Retennein at 104 cores overlapping and 
Fic. 1.—Age at death. these differences 
in selection 
of material make it difficult to compare the three series. 
However, if infant deaths are excluded from Blackford’s 
series it can be assumed that almost all the remainder are 
examples of the adult type of coarctation. In Fig. 1 deaths 
in each decade are recorded as a percentage of all cases 
in the particular series—A, B, or C. Deaths octurring in 
infancy are represented in the single open column on the 
left of the figure. The remaining five triple columns form 
a pattern which gives an impression of the outlook for 

older individuals with coarctation. 

If columns A and B are compared with columns C the 
figure shows that the prognosis has improved since anti- 
biotics reduced the mortality of endocarditis and pneumonia. 
Nevertheless the general trend remains much the same now 
as it was in 1928. If a child with coarctation survives 
the perils of the first 12 months he is unlikely to die before 
he is 10, but he has a poor (1:3) chance of reaching his 
forties ; indeed, he cannot lightly dismiss the possibility of 
dying before the age of 20. The figure does not show 
that only about 25% of these patients succumb to incidental 
illnesses, of which the most important is pneumonia, a 
condition to which these patients seem to be particularly 
susceptible. For most of the remaining 75% death, no 
matter when it comes, is likely to be the result, directly 
or indirectly, of hypertension. 


Diagnosis 


Uncomplicated hypertension is usually regarded as a disease 
without symptoms, and it is not surprising that children 
with coarctation should be unaware of a handicap. Yet 
parents are unanimous about the change wrought by suc- 
cessful operation. This may be because a patient who has 
gone through a serious operation does not like to admit 
that he has failed to benefit, or it may be that symptoms 
are recognized only after they have disappeared. Five 
children spoke of relief from headache, and this had been 
severe enough to prevent one athletic boy from playing 
rugger. Eight children found that they were not so easily 
exhausted, and this increase of energy was readily measured 
in two children who before operation had been regarded as 
lazy because they so easily gave up trying, but afterwards 
were able to compete successfully with an unaffected twin. 
In three children chest pain disappeared. The presenting 
symptom in 7 of the 22 children was pulmonary, and 14 
had had repeated attacks of really severe bronchitis or 
pneumonia. 

The diagnosis was seldom in doubt. A small, absent, 
or delayed femoral pulse was the most valuable sign of 
coarctation ; there was great difficulty in recording the leg 
pressure by auscultation. The collateral circulation was 
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less obvious in children, and rib notching, though once 
doubtfully present in an infant, could not usually be recog- 
nized with certainty until about the age of 6. Murmurs 
could always be heard, and it was this which first brought 
nine of the children under observation. Most commonly, 
murmurs were systolic and loudest high in the chest ; some- 
times an aortic diastolic murmur could be heard. Murmurs 
could often be heard close to the spine, and no fewer than 
six children had systolic and mid-diastolic murmurs at the 
apex of the heart. These apical murmurs tended to persist 
after operation, and, as most of the children were too young 
to have acquired mitral stenosis, the sign may have been 
evidence of associated endocardial fibrosis of the mitral 
valve. There was no recognizable enlargement of the left 
atrium. All showed arterial pulsation in the suprasternal 
area. 

Electrocardiographic findings varied considerably. Minor 
degrees of left ventricular preponderance were seen, but 
more usually were absent, and one child of 10, with an 
adult type of coarctation, had right ventricular preponder- 
ance. Several children had an increased pulmonary artery 
pressure, possibly secondary to bronchitis. 

X-ray screening often provided confirmatory evidence of 
coarctation, but without doubt angiocardiography provided 
the most valuable information. In children good results 
are obtained from both intravenous and retrograde aortic 
injections, making it possible to study not only the position 
and nature of the coarctation but also the anatomy of the 
aortic branches and the collateral circulation, as well of the 
ductus arteriosus if it is patent. 

From the technical point of view only one case was 
unsuitable for operation—a 6-year-old boy whose coarcta- 
tion lay between the innominate and left common carotid 
arteries. The infantile type of coarctation was not considered 


unsuitable. 
Surgical Considerations 

In the period under review most of our experience was 
with older patients, and the chance to operate on 11 children 
under the age of 14 provided an opportunity to contrast 
the technical problems in the two groups. The resection 
of an adult type of coarctation in children is a far simpler 
problem than it is in adults; the collateral circulation is 
less formidable, so that entry into the thorax is easier ; 
the exposure is better because of the ease of rib-spreading 
and the more elastic nature of young tissue generally. The 
aortic wall is free of sclerosis, and troublesome berry 
aneurysms have not yet formed on the intercostal vessels ; 
we have seen these aneurysms in patients as young as 15. 
Once the coarcted area has been excised there is rarely diffi- 
culty in approximating the proximal and distal ends of the 
aorta prior to suturing. Except in one instance the ease 
of surgery has been notable. 


Type of Anastomosis 

Undoubtedly the best operation is an end-to-end anas- 
tomosis following an adequate resection of the coarcted 
area, so that a really wide channel exists, approaching or 
equalling the calibre of a normal aorta. The technique of 
the operation has been notably simplified by the invention 
by Dr. Potts of a multi-toothed, narrow-bladed aortic clamp. 
Had these clamps been available it is probable that one 
of the two subclavian aortic anastomoses mentioned below 
would not have been substituted for an end-to-end anas- 
tomosis. In all the patients the lower segment was wider 
in calibre than the upper segment—the post-stenotic dilata- 
tion so well described by Holman. To overcome this dis- 
parity in size the upper segment was cut obliquely so that 
its lumen approximated in calibre to that of the lower one. 

Subclavian aortic anastomosis had to be used in two 
patients; but, clearly, the operation should be regarded 
only as a substitute for the better end-to-end anastomosis. 

In the first case, after a long and difficult dissection and 
end-to-end anastomosis, the lower aortic segment developed 
a linear tear an inch (2.5 cm.) in length. This was repaired, 
but further severe bleeding from the anastomosis required 
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a rapid suture of both ends. The boy's condition became 
critical and the operation was abandoned. Three weeks 
after this disaster the blood pressure was 240/170 and he 
complained of intractable headache ; the chest was reopened 
and a large subclavian artery was divided, turned down, and 
anastomosed end-to-end to the lower aortic segment. Re- 
covery was rapid, and five years later he was well, with 
a normal blood pressure. 

In the second case the stenosed area reached so high up 
to the arch that only an aortic graft or a subclavian aortic 
anastomosis would have been possible. Grafts were not 
available at that time and the subclavian artery was therefore 
used : the result has been perfect. 

It may be said here that, though aortic homografts may 
be essential in adults, their use in children may not be 
without future danger, because of the risk of calcification 
and failure to grow with the child. 

When there was a persistent ductus arteriosus in addition 
to aortic coarctation it proved possible to excise the co- 
arctation, to close the ductus opening into the pulmonary 
artery, and to obtain a good end-to-end aortic anastomosis 
(Fig. 2). 
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Fic. 2.—Coarctation and persistent ductus arteriosus. The tapes 
are round the aorta above and below the ductus. The aorta 
shows post-stenotic dilatation 


In assessing the results there can be little doubt that the 
bigger the calibre of the anastomosis the quicker and more 
outstanding is the effect on the blood pressure in the upper 


and lower limbs. 
Results of Operation 


Whilst eight children have benefited from operation, one 
infant died, another improved only temporarily, and an older 
boy has deteriorated after operation. 


The published figures and our experience agree that if a 
baby with coarctation develops symptoms of heart failure 
before the age of 6 months and fails to respond rapidly to 
treatment he is unlikely to survive more than a few weeks. 
In view of this we decided to operate on two infants, one 
of whom died shortly afterwards. 


A male infant aged 2 weeks was admitted to hospital with 
convulsions and found to have pneumonia with coarctation and 
congestive heart failure. Blood pressure: arms, 150/90; legs, 0. 
An enlarged heart, a loud systolic murmur, large pulmonary 
arteries, and congested lungs suggested associated septal defect. 
The diagnosis was confirmed by venous angiocardiogram and 
retrograde aortogram. Ocedems, hepatic enlargement, and tachy- 
cardia persisted after treatment of pneumonia. The condition 
deteriorated. Operation: Age 7 weeks; adult type of coarctation 
resected and end-to-end anastomosis performed. Ductus 
arteriosus found to be closed. Post-operative respiratory failure 
with pulmonary oedema, attacks of cyanosis, and convulsions. 
Death occurred during attack of vomiting 36 hours after opera- 
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tion. Necropsy: Heart large (S6 g.); hypertrophy of both 


- yentricles, small ventricular septal defect, dilated pulmonary 


artery. Aortic anastomosis satisfactory. Trachea and main 
bronchi contained vomitus. 

The second infant also developed symptoms of heart 
failure. 

A baby girl aged 7 months was admitted with bronchitis and 
with deformities suggestive of Turner's syndrome. Blood 
pressure: arms, 160/90; legs, 0. Heart enlarged. Faint basal 
systolic murmur. Coarctation of the aorta of adult type confirmed 


Fic. 3.—Aortogram showing post-operative stricture formation. 
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by angiography. Operation: Age 9 months; because of increas- 
ing oedema and hepatic enlargement. Resection and end-to-end 
anastomosis. Resected segment showed pin-hole opening and 
post-stenotic dilatation. Post-operatively, arterial pulse felt at 
groin, but blood pressure did not fall. In next few weeks 
femoral pulse gradually faded and disappeared. Retrograde 
aortography two 
months after resec- 

tion showed that 200 | 
stenosis re- 
curred (Fig. 3). 
Blood pressure in 
arm five months 
after operation, 
200 / 120 (dotted 
lines, Fig. 4). 

The third failure 
has now been satis- 
factorily explained; 
it was due to 
failure in abolish- sO 
ing satisfactorily 
the aortic stenosis, Fic. 

operation and at time of discharge from 

A boy aged 10 - hospital after oun. 


years. Coarctation 
of the adult type. 
Delayed femoral pulse. Blood pressure: arms, 165/100; legs, 
140/110. No history of nephritis. Blood urea 80.6 mg. per 
100 ml.; renal function—slightly impaired ability to concentrate 
(1020) and dilute (1004). Urine: no albumin or casts. As blood 
pressure was rising it was suggested that operative treatment 
might be followed by at least a partial improvement. Operation: 
Resection of adult type coarctation; end-to-end anastomosis. 
Post-operative condition satisfactory with good femoral pulse, 
but no influence on blood pressure. Follow-up: Blood urea fell 
to normal, but arm blood pressure rose steadily to 190/128 
(dashed lines, Fig. 4). 

The renal condition did not appear to be responsible for 
this failure because, in spite of the pre-operative findings, 
blood urea and urine became normal. The collateral circula- 
tion was well developed, and the femoral pulse was easily 
felt, though delayed, both before and after operation. An 
angiocardiogram showed that there was some narrowing of 
the aorta at the operation site, and direct brachial and 
femoral artery blood-pressure readings show that the hyper- 
tension is confined to the upper part of the body. This 
boy has been operated upon again using a human graft. 
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The remaining eight children improved. This was demon- 
strated by the comments of the parents. Increase in exercise 
tolerance was pronounced, and one child climbed Snowdon 
within a year of operation, a feat which she could not 
previously have attempted. Her greater capacity for exer- 
tion was due in part to easier breathing, but more to a 
greater power in her legs. As her mother put it, “ Her 
legs are twice the size.” Four children noticed that their 
feet were no longer cold, and three of them were relieved 
of cramps. 

The most readily measurable criterion is the effect on 
blood pressure. Before operation the 11 children showed 
only slight fluctuations in blood pressure, and 11 controls 
(identical except that they had not been treated surgically) 
have shown a slight increase of pressure during the period 
of observation. The effect of resection is shown in Fig. 4, 
where immediate pre-operative pressure is compared with 
the post-operative pressure. The two cases treated by 
subclavian aortic anastomosis showed improvement in every 
way comparable to that from an end-to-end aortic junction. 

In successful cases the blood pressure not only fell imme- 
diately but continued to fall for some weeks after operation. 
This can be demonstrated by comparing the blood pressure 
at the time of discharge with that recorded when the patients 
were last seen (Fig. 5). The finding encourages the hope that 
improvement may be permanent in most of these children. 

What happens at the site 

° © 2 30 40 5o of anastomosis is uncertain, 

but the continued fall of 
blood pressure is presump- 
tive evidence that in older 
children the junction usually 
grows with the child. We 
have not seen an aneurysm 
develop, and we imagine 
that it is less likely to hap- 
pen in the relatively healthy 
tissues of a child’s aorta 


3 - than in the degenerated 
2 5-7 vessels of an adult. On the 
other hand, post-operative 


50 stricture has occurred in two 
Fic. 5. — Blood-pressure patients. In one of them, an 
records at time of discharge infant, the stenosis formed 
from when last’ Guickly and completely after 

i an entirely satisfactory re- 
section and a good anastomosis. It is difficult to avoid 
the impression that some inherent quality of the infant's 
aortic tissue played a part in the recurrence. In the older 
child stenosis was less severe and developed less rapidly. 

The cause of the hypertension in coarctation remains a 
matter of controversy. When circumstances made it neces- 
sary to occlude the descending aorta for several days in a 
child who had well-developed collateral channels, the blood 
pressure in the arms rose from 145/110 to 240/170. It fell 
again immediately after a successful operation ten days later. 
The blood pressure remained high in both patienis who 
developed post-operative stenosis. These observations sug- 
gest that a purely mechanical factor plays a considerable 
part in the hypertension, but the progressive, less spectacular, 
fall of blood pressure which follows the immediate improve- 
ment points to a gradual reduction of vascular tone, and 
perhaps may be due to a falling concentration of pressor 
substances in the circulating blood. 


Impressions 


Coarctation seems to be potentially a dangerous disease, 
and for any individual patient it is difficult to predict the 
future. When a baby with coarctation has symptoms of 
heart failure, and when this failure shows no response to 
medical treatment, he is unlikely to survive more than a 
few months unless treated surgically: the only post-operative 
death in this series occurred in an infant previously in heart 
failure. During the rest of the first decade a child with 
coarctation appears to be comparatively safe, but the hazard 


to life seems to increase greatly after puberty. Operation 
has seemed to us to be easier and safer in children than in 
adult subjects, and has usually been followed by a fall 
of blood pressure which has been progressive over a period 
of several weeks. Stricture formation may follow operative 
treatment ; it is likely to have more serious consequences 
in infancy, and on present evidence, therefore, we feel 
that the best age for operating on cases of coarctation is 
the second half of the first decade. Earlier operation may 
be essential when there have been symptoms of heart failure 
or of subarachnoid haemorrhage. 


Summary 

Evidence is presented to show the prognosis of coarc. 
tation of the aorta. If a baby has coarctation and 
symptoms of heart failure, and if the failure is slow to 
respond to medical treatment, death is probable within 
the course of a few months unless treated surgically. 

During a period of five years at the Children’s 
Hospital, Birmingham, 30 infants died from coarctation 
within six months of birth. During the rest of the first 
decade a child with coarctation appears to be compara- 
tively safe, but the hazard to life increases again at 
puberty and the chances of reaching the age of 40 are 
poor. Operation has proved easier and safer in children 
than in adult subjects, and has usually been followed by 
a fall of blood pressure which has been progressive for 
a period of several weeks. Stricture formation may fol- 
low operative treatment : two examples of this are given. 
We believe that the second half of the first decade is the 
best time to operate on cases of coarctation. 


We thank our colleagues for referring patients to us, Dr. H. S. 
Baar for post-mortem reports, and Dr. Roy Astley for his 
constant help. 
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OUTBREAK OF FOOD-POISONING 
FROM BREAD MADE OF CHEMICALLY 
CONTAMINATED FLOUR 
BY 


G. M. DAVIES, M.B., Ch.B., D.P.H. 
Medical Officer of Health, Pontardawe Rural District 
Council 


AND 


IEUAN LEWIS, M.B.E., F.S.LA. 
Senior Sanitary Inspector, Pontardawe Rural District 
Council 


The outbreak of food-poisoning here reported upon is 
characterized by two factors: the widespread nature of 
the inquiry, and the unusual nature of the contaminant. 
The extensive inquiry was necessary in that, contamina- 
tion during transport being suspected, it was essential to 
establish the full facts in order to prevent recurrence. 
The unusual nature of the contaminant, endrin, is indi- 
cated by the fact that no previous record has been found 
of endrin-poisoning since the insecticide became gener- 
ally available in March, 1954. It is of interest, therefore, 
to report on the means by which the contaminant was 
identified and to provide clinical details of endrin 
poisoning. 

Description and Location of Area.—The Rural Dis- 
trict of Pontardawe is situated in Glamorgan some seven 
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miles to the north-east of Swansea. It has a population 
of 32,520 and an acreage of 35,000. The main centre of 
population is in the Swansea Valley, which runs through 
the area from south-west to north-east, with the town 
of Pontardawe at its centre. The principal industries of 
the area are coal-mining, steel and tinplate manufacture, 
and nickel refining. The outbreak was entirely confined 
to the lower portion of the valley, which embraces the 
six miles between Clydach and Godrergraig. 


Inquiry into Outbreak 


At 4 p.m. on May 2 the public health department was 
informed by telephone that 10 men at a local works had 
been taken violently ill during the course of the day. Im- 
mediate inquiry showed that their places of work and ill- 
ness so differed that gas and fume escape could be elimi- 
nated ; food-poisoning was therefore suspected. Of the 10 
men, seven had been sent home, one had remained at work, 
while two had been admitted to hospital. 

Further inquiries were immediately made at the homes of 
the persons concerned and details taken of the food eaten 
at the works that day. It was found that in every case the 
only common factor was white bread roils, and in most 
cases such rolls and a cup of tea had provided the only 
meal before the illness. This fact was established at 7 p.m. 
the same evening, and a visit was paid at once to the bakery 
where these rolls had been manufactured. The baker was 
asked to provide details of his bakings for that day’s con- 
sumption, and it was found that the works rolls were manu- 
factured from white patent flour while his bread was manu- 
factured from national flour. 

He had during the morning of May 2 returned two sacks 
of national flour to his suppliers because of an indefinable 
odour. It should be noted that at this time the only com- 
modities implicated were white bread rolls, and the illnesses 
were confined to persons working in the local works. At 
11.30 p.m., however, a medical practitioner telephoned that 
@ person having no connexion with the works and not hav- 
ing consumed rolls from the works supplies but from the 
same bakery had collapsed in similar circumstances to the 
other cases. Inquiries were therefore pursued through the 
night in order to ascertain whether or not there was sufficient 
prima facie evidence to warrant a B.B.C. warning being 
given to the public the following morning, May 3. 

By 6 a.m. on May 3 it was considered that a broadcast 

warning Was necessary, and the police were asked to trans- 
mit a message through the appropriate channels. This mes- 
sage, which was broadcast on the 8 a.m. and 9 a.m. news, 
instructed all persons who might have purchased white bread 
rolls in the Pontardawe area on May 2 to destroy them as 
it was possible that some might have been chemically con- 
taminated. That the warning was justified was apparent 
during the course of that day, May 3, when 47 cases were 
notified among the general public. In every case it was 
established that bread manufactured at the same bakery on 
May 2 had been consumed by the patients. 
_ It is estimated that the amount of con‘aminated bread 
available for consumption in the area placed approximately 
1,500 persons under risk. The word “ destroyed” was used 
advisedly in the broadcast, as it was thought that the public 
might otherwise dispose of the bread in unsatisfactory 
circumstances. It is known that in one instance the bread 
was fed to 12 chickens, all of which died. 

Inquiries were complicated by the fact that the 10 persons 
ill on May 2 at the works had eaten white bread rolls made 
from white patent flour, while the 47 people taken ill on 
May 3 had eaten bread manufactured from national flour. 
A number of samples were obtained of the actual bread, and 
the Welsh Board of Health, with whom the local health 
department was in close contact, made arrangements for 
analysis of the bread samples by the Department of the 
Government Chemist, London. On Monday, May 7, the 
wooden floor of the bakery storeroom was closely examined 
and found to be giving off an aromatic odour at a point 


where the baker indicated a sack of national flour to have 
rested. This section of the floor, some six inches (15 cm.) 
square, was thoroughly scraped with a wire brush and the 
dust obtained also forwarded to the Government Chemist 
through the Welsh Board of Health. 

The two sacks returned by the baker were traced to a 
depot at Swansea, and on examination one was found to 
have some aromatic odour at the bottom of the sack. 
Samples of this sacking and the flour immediately below 
were again sent for analysis. The depot foreman of the 
flour company was able through his invoices to trace that 
this flour was loaded into a rail wagon at Cardiff on April 
21, discharged at the Swansea depot on the 25th, and 
delivered immediately to the baker. 

The number of the rail van was passed to the transporters 
and they were asked to trace both its present location and 
its movements and contents prior to April 21. On May 14 
a report was received from the Government Chemist that 
after a long and difficult analysis the contaminant had been 
identified as endrin, a chemical used in horticultural sprays 
against various pests. It was also found that this chemical 
was manufactured only in the U.S.A. and that only one firm 
imported it into this country. The firm concerned was given 
the number of the rail wagon and asked to trace whether it 
had ever been used by them, and, in addition, whether they 
had received any complaints that endrin products had leaked 
during transit. 

On May 22 the transporters reported that the rail wagon 
had been found near Cambridge, and it was later learned 
that it would be brought to London under seal for further 
examination. On May 28 representatives of the public 
health department, the flour firm, the chemical importers, 
and the transporters discussed the question in London, when 
it was found that leakage of endrin during transit had oc- 
curred on February 20, 1956, and that further inquiry had 
shown the wagon in which the spillage had occurred to be 
the same as that in which the contaminated flour was later 
transported. 

It was stated that endrin was dissolved in xylene for 
normal spraying purposes and that the spillage into the 
wagon had occurred at a concentration some 800 to 1,600 
times higher than that at which it was sprayed in the field. 
It was appreciated that under normal conditions xylene 
evaporates fairly quickly and that some two months had 
elapsed between spillage and suspected contamination of the 
flour, but it is felt, however, that the problem of non- 
evaporation is of less significance than the fact that endrin 
was spilled in a wagon which subsequently carried flour 
found on analysis to contain endrin. It was arranged at this 
meeting that the wagon floor be sectioned and scraped and 
the scrapings analysed for the presence of endrin. The 
laboratory reports of endrin content of the various samples 
are shown in the Table. 


Symptoms 

As a result of the episode described previously 59 persons 
were notified by local general practitioners as suffering from 
food-poisoning, and it is probable that at least a hundred 
more felt unwell but did not call in their doctor. All the 
illnesses followed the eating of bread rolls, “ batches,” or 
loaves made from flour now known to have been con- 
taminated with endrin. 

The main symptoms were in every case suggestive of a 
disturbance of the central nervous system. The severity of 
the attack appears to have been related directly to the 
amount of bread eaten: about three or four slices or two or 
three rolls were usually sufficient to produce a convulsion. 
The time of onset was somewhat variable. In most cases 
symptoms occurred about three hours after ingestion. Where 
the interval was only half to one hour it was usually found 
that some of the bread had also been eaten at an earlier 
meal as well. 

Approximately 30 of those affected suffered from a con- 
vulsion of sudden onset. With no warning, they fell to the 
ground unconscious wherever they happened to be, and 
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Tabulated Results, with Comments, of Samples Analysed by the Department of the Government Chemist, London 


Endrin Content 
Sample Date Description Origin Remarks 
p.p.m. 

1 3/5/56 White patent flour | Shaken from empty sack Nil Nil 
“A” at bakery 

2 5/5/56 0-02 200 Probably by storeroom con- 

3 5/5/56 empty sack 0-05 500 with national flour sacks ample 

5/5/56 From sack in use Nil Nil 

5 7/5/36 Floor scrapings Wooden floor of bakery flour 0-96 9,600 Scraped from place where used sack of 
storeroom national flour had rested from 25/4/56 to 
2/5/36 

6 7/5/56 Loaf Mix “A” May 2 0-015 150 Remaining portion of loaf which had 

J ca illness to one person 

7 85/56 Nationa! flour Ti 1, Nil Nil 
ret er 

8 85/56 —_— Taken from bottom of Sack |, 0-55 5,500 es, were taken from two full 

9 8/5/56 Sacking Cut fi bott of Sack 1 015 1,500 

10 8/5/56 National flour Taken from Seck 2, returned Nil Nil camped there 

ull by baker 

11 8/656 Floor scrapings Scraped from bottom of 11-6 116,000 Traces of endrin in five other flour samples 

wagon S same wagon of wheat starch 


several injured themselves in so doing. Eyewitnesses, in- 
cluding local doctors, have recorded that the convulsions 
were epileptiform in character, with frothing at the mouth, 
facial congestion, and very violent convulsive movements 
of the limbs, sometimes accompanied by an arching of the 
vertebral column. Two persons suffered from a shoulder 
dislocation during a convulsion. After a period of several 
minutes the patient became quiet but remained semi- 
conscious in most instances for a further 15 to 30 minutes. 
Three of those affected had more than one convulsion, and 
in one case, that of a young farm hand who had eaten almost 
a whole loaf, convulsions followed one another in quick 
succession for about an hour. 

Symptoms also followed a definite pattern in the less acute 
cases. These patients first noticed that they were becoming 
dizzy, with weakness in the legs, abdominal discomfort, and 
nausea. Few actually vomited, but those who did, whether 
spontaneously or after being given a salt-and-water emetic, 
recovered more rapidly. In many cases the feeling of weak- 
ness increased ; the patient became disorientated and felt 
as if he were falling forward. There was considerable con- 
fusion of thought and some actually imagined at the time 
that they were “going mad.” At this stage some of them 
became a little aggressive ; one or two said that the top half 
of their head felt as if it was solid. Several noticed that 
they became temporarily deaf. 

Recovery was comparatively rapid even in cases where 
there had been a convulsion, and by the following day most 
of those affected felt fairly well. However, a few com- 
plained of weakness, insomnia, and loss of appetite for 
several days. A small minority remained away from work 
for two to four weeks complaining of headaches, lethargy, 
weakness, and anorexia, but the symptoms of some of this 
latter group may have been psychological in origin. 

Often the whole family became ill after eating the bread, 
but in some cases, although <I] had eaten the bread, only 
one person became ill. It is interesting to note that very 
few children were affected. Among the notified cases there 
were only three children of 10 years of age or younger, the 
youngest being a girl of 84. In all, 17 persons were sent to 
hospital, the majority of whom had practically recovered 
by the time they were admitted. Case histories show that 
in no cases were abnormal neurological signs discovered 
with the exception of some abnormal findings in the seven 
patients who were examined electroencephalographically. 
The electroencephalograms are now being repeated in some 
of these cases, 

Case 1.—A steelworker aged 21 ate some of a con- 
taminated batch for supper on May 2. After he had gone 
to bed he felt a little dizzy and could not sleep during the 
night. Next morning he ate more of the batch for break- 
fast and felt weak and giddy during the morning. At mid- 
day he had his lunch, eating four slices of the same batch. 
He then went to work feeling dizzy and thirsty, and having 


an unpleasant taste in his mouth, with a certain amount 
of nausea. At 4 p.m. he suddenly fell down unconscious 
and remained so for about 15 minutes, He was admitted to 
Morriston Hospital at 6 p.m., having dislocated his left 
shoulder during the convulsion. On arrival at hospital he 
was quite conscious and there were no abnormal, neuro- 
logical, or other signs. He remained in hospital three days 
and was discharged apparently quite well. An electro- 
encephalogram taken four and a half hours after the con- 
vulsion suggested a paroxysmally unstable element, finding 
expression chiefly in the right posterior area and temporal 
or central areas. 

Case 2.—A male member of the steelworks maintenance 
staff aged 28 ate three white rolls at 8 a.m. on May 2. He 
felt perfectly well during the morning, but while out for 
a walk on the road outside the works at about 11.15 a.m. 
he fell in a “ fit” and was unconscious for approximately 
20 minutes. He was brought home and went to bed feeling 
giddy and suffering from nausea, He slept well that night 
and felt no ill effects. At 12.30 p.m. on May 3, however, 
he ate four slices from a contaminated batch, and three 
hours later felt ill, weak, and dizzy once more. He re- 
turned to bed, and at 6 p.m. had a further convulsion, after 
which he remembered very little for about two hours. He 
again slept well and awoke fully recovered on the morning 
of May 4, except that for some days afterwards he suffered 
from vertigo on lying down. He returned to work on 
May 7. Five weeks after his illness he stated that he still 
felt a little vertigo on lying down. 

Case 3.—A male clerk aged 50 ate three slices from a 
contaminated batch at about 1 p.m. on May 2. At 4 p.m. 
he found he could not concentrate, and at 5 o'clock he 
returned home from the office with a slight feeling of 
nausea, When he reached home he became confused in 
thought and felt very irritable and was perhaps a little 
aggressive. He felt unbalanced, and described the symptoms 
as feeling as if he was “going mad.” He suffered from 
lack of orientation. The top of his head felt like a stone, 
and he noticed a feeling as of insects crawling on his left 
arm. His legs became very weak and felt heavy, and on 
looking in the mirror he noticed that his pupils were widely 
dilated. These symptoms continued during the early part 
of the evening, and at 8 p.m. he went to bed. From 10 p.m. 
until 3 a.m. he was unable to sleep, only dozing fitfully. 
By 3 am. he felt much better and slept well until 6 a.m. 
He got up and ate a good breakfast. About 10 o'clock, 
while at the office, he noticed a slight recurrence of mental 
confusion and disorientation, but this lasted only for about 
15 minutes. He was off colour and weak for a further 72 
hours. He stated that in spite of his mental confusion he 
was able by a great effort to collect his thoughts from 
time to time. 

Case 4.—A man aged 24, a clerk at the steelworks, ate 
two white bread rolls in the works canteen at 10.45 a.m. on 
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May 2. Two hours later he felt “ hot” and not very well, 
and walked to the top of the stairs to get some fresh air. 
He apparently had a convulsion and remembers nothing 
for 30 minutes. He fell downstairs, severely bruising the 
area around his right eye. He went home and soon felt 
much better, but was off his food for several days. He 
remained away from work for eight days. 

Case 5.—A pharmaceutical chemist, aged 46, ate five 
slices, at 1 p.m. on May 2, of a contaminated batch which 
had been quite recently baked. Two hours later he felt hazy 
and could not concentrate. He had some flatulent discom- 
fort but did not vomit. He became giddy and was stated 
to be a little aggressive and to be blinking his eyes fre- 
quently. He gradually improved but did not feel quite well. 
At 7.15 p.m. he ate a further five slices from the contam- 
inated batch, and, although he still did not feel well, he 
attended a meeting where he was chairman. He found 
that he could not concentrate again, and at 8 p.m. he 
suddenly became rigid and fell unconscious. He bruised 
his nose and cut his scalp in falling and there was consider- 
able bleeding. During the convulsion his arms and legs 
were jerking. He was unconscious for about 15 minutes 
and was removed to hospital. He thinks that he vomited 
before he arrived. It is stated that he was fully conscious 
on arrival at the hospital and there were no abnormal! neuro- 
logical signs. However, he still felt hazy and very restless 
that night, sleeping badly. Next day he felt much better. 
An electroencephalogram was taken approximately 20 hours 
after the fit. It was reported to be abnormal and suggestive 
of some irritative condition or mild unstable element find- 
ing expression chiefly to the right of midline in central 
and also to some extent in temporal areas. A further 
electroencephalogram was taken four days after the con- 
vulsion and was reported as showing considerable improve- 
ment, but still not typically normal, being reminiscent of 
persons experiencing a state of tension or anxiety. 


Case 6.—A tinplate worker aged 47 ate half a loaf from 
a contaminated batch for supper on May 2. He felt 
peculiar during the night and could not sleep. At 9 a.m. 
he ate a further half loaf for breakfast. He did not feel 
like going to work, and by midday he was feeling very ill. 
He felt numb from the waist down, was dizzy, and had 
considerable confusion of thought. At 2 p.m. he had a con- 
vulsion and fell. He was noticed to be black in the face 
and frothing at the mouth, and his limbs were jerking. The 
convulsion lasted three or four minutes, and he remembers 
nothing for about half an hour afterwards. He was sent 
to hospital, where on admission his condition was satis- 
factory and a clinical examination was negative. He was in 
hospital for two days and had no after-effects. 

Case 7.—A housewife aged 46 ate two slices of a con- 
taminated batch at about 10 p.m. on May 2. She awoke 
at 2 a.m. feeling ill, trembling all over, perspiring, and very 
weak. She vomited and felt much better afterwards. At 
9 o'clock the following morning she ate three further slices 
from the contaminated batch. She did not feel very well 
during the morning, and by midday she was again trembling 
with weakness and had abdominal discomfort and nausea. 
There was considerable confusion of thought. She was dis- 
oriented, was deaf, and her eyes were slightly dim. She 
was admitted to hospital. On the way down in the ambu- 
lance she vomited and felt slightly better afterwards. On 
arrival at the hospital her condition was good and clinical 
examination was negative. She remained in hospital for 
two days and had no after-effects. 

Case 8.—A schoolgirl aged 16 ate four or five slices from 
a contaminated batch for supper on May 2. She awoke at 
3 a.m. and could not sleep for the rest of the night, feeling 
weak and having a sensation of nausea. She felt much 
better next morning but did not go to school. At 9 a.m. 
she ate a further four slices from the batch. At 11 a.m. 
she felt ill and was noticed to be extremely pale. She lay 
down, and at 11.30 she had a convulsion, becoming un- 
conscious. She was black in the face, frothing at the 
mouth, and remained unconscious for about 20 minutes. 


She came round and felt weak and drowsy. Half an 
hour later she had a second convulsion and was again out 
for 15 to 20 minutes. Whilst in the ambulance she had 
a third similar convulsion, after which she vomited. On 
admission to hospital she was pale and drowsy. Nothing 
else abnormal was recorded. She remained in hospital for 
two days with apparently no after-effects. 


Case 9.—A schoolgirl aged 84 ate three slices of a con- 
taminated loaf at 5 p.m. on May 2, but felt quite well. 
For breakfast on May 3 she ate a further two or three 
slices of the loaf with no ill effect. However, by 5 p.m., 
she felt “ funny in her tummy,” had a headache, and looked 
heavy about the eyes, but ate her tea, at which meal she 
consumed a further three slices of the bread. She played 
during the evening but was not quite well. She went to 
bed at 8 p.m., and about 8.30 p.m. her father called up- 
Stairs to tell her to keep one of the other children quiet. 
He received no reply, and, on going up to investigate, found 
the child lying on the floor in a dazed condition. She stated 
that she did not know where she was. He picked her up 
and placed her on the bed, whereupon she had a convul- 
sion, with considerable jerking of her arms and legs, and 
fell off the bed again. She was semi-conscious for about 
half an hour ; then she vomited a little and felt much better. 
ye slept well during the night and was quite all right next 

y. 

Case 10.—This patient, a blind man aged 55, attends an 
occupational centre. At 1 p.m. on May 3 he ate four 
slices of bread from a contaminated batch. These formed 
part of his lunch, which he ate as sandwiches whilst away 
for the day at the blind institute. About 4 p.m. he felt 
dizzy, “off his balance,” and felt as if he was falling 
forward. He returned home, and at 5.15 ate two more 
slices of bread from the same contaminated batch. About 
an hour later he fell in a convulsion, cutting the top of his 
head. He was removed to hospital and remained there 
for two days; it was noted on admission that he was 
shocked but fully conscious. He had a laceration over 
the right parietal bone but no bony injury. He felt weak 
for several days after his return from hospital. 


Case 11.—A male clerk aged 18 ate three slices from a 
contaminated batch for his lunch on May 3. He felt quite 
well, and at 5 p.m. ate a further four or five slices from 
the same batch. Again he felt no ill effects, but at 6.30 
he fell in a sudden convulsion and was removed to hospital. 
On arrival he was conscious but feeling dazed. His con- 
dition was stated to be satisfactory. He felt dizzy for a 
further two days after his return home and remained away 
from work for five days. 


Case 12.—This patient, a woman aged 22, was a chemist’s 
assistant. At about 8 a.m. on May 3 she ate one round 
of toast made from a contaminated batch. At 11 a.m., 
while working in the chemist’s shop, she began to feel sick 
and dizzy, and says that she saw double for a while. She 
came home at | p.m. suffering from nausea and feeling 
as if she was going to fall. She vomited a little and spent 
the afternoon in bed. She felt somewhat better, and at 
4.30 p.m. had tea, eating three slices from the contaminated 
batch. She was feeling much better during the evening, 
but at 8 o'clock suddenly had a convulsion and became 
unconscious. She remembered nothing for about an hour 
afterwards, On admission to hospital she was stated to be 
quite well, with no abnormal signs. An electroencephalogram 
taken 19 hours after the convulsion was reported to be 
outside normal variation, suggesting a non-specific unstable 
element finding expression in the central and posterior areas 
generally. She remained in hospital for a week. She stated 
that she slept badly for a further week after return home and 
that her appetite was still rather poor. She was off work 
for five weeks. 


Case 13.—A farmer aged 33 consumed four or five slices 
from a contaminated batch at about 1 p.m. on May 3. He 
continued his work and felt quite well during the after- 
noon. About 5 p.m., whilst he was driving a tractor in a 
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field which he was harrowing, he fell and remembers noth- 
ing until he found himself lying on the ground, the tractor 
having continued on its course and run into a hedge. He 
got up and returned home, and for about an hour he felt 
ill, with some confusion. At 6 p.m. he vomited and went 
to bed. He slept well and felt much better the following 
morning, but was a little weak during that day. There 
were apparently no after-effects. 


Case 14.—A farm hand aged 18 ate the greater part of 
a contaminated loaf at 10 a.m. on May 3. About two hours 
later he had a fit while driving cattle on the road. He fell 
unconscious and was noticed to be purple in the face and 
frothing in the mouth ; his arms and legs were jerking. He 
became partially conscious after three or four minutes, and 
then had a second fit. During the next hour he had a series 
of similar fits each lasting a few minutes with a period of 
semiconsciousness between them. He was removed to hos- 
pital, and on admission was said to be drowsy and con- 
fused. There were no abnormal neurological signs, and 
he recovered within a few hours. An electroencephalogram 
taken 48 hours after the convulsion was reported as being 
abnormal, but the possibility of underlying behaviour dis- 
order was suggested in this case. This boy is at an ap- 
proved school and is boarded out with local farmers. On 
discharge from hospital five days later he did not return 
to the farm where he was working, but went back to the 
farm school from which he originally came. 


Chemistry of Endrin 


The word “endrin” is a coined common name for a 
pure chemical with the following structural formula : 


cl 
H/ H / 
\a 
H-C-H 


Endrin is the newest member of a triumvirate of insecti- 
cides, the others being “aldrin” and “dieldrin.” All are 
closely related both structurally and in that all three have 
their origin in dicyclopentadiene, a hydrocarbon found in 
small quantities in distillates from “cracked” petroleum 
or coal-tar, Endrin, however, is the most versatile insecti- 
cidally because in addition to the range of insects killed by 
dieldrin it also gives,control of many caterpillar and aphide 
pests. 

At present endrin is produced at the Shell plant at Denver, 
Colorado, U.S.A., but will soon be produced also at the 
new insecticide plant of the Royal Dutch Shell Group at 
Pernis, Rotterdam. 

Endrin is soluble in aromatic hydrocarbons and ketones, 
sparingly soluble in alcohols and paraffin hydrocarbons, and 
insoluble in water. As marketed for formulation purposes, 
it is a pale buff granular product containing 90-95% of 
endrin, is easily ground, and has a faint “ medicinal ” smell. 
It became available for field evaluation outside the U.S.A. 
towards the end of 1952 and was generally available in 
March, 1954. 

Formerly known as compound 269, this new insecticide 
has been found extremely useful in the field, exercising con- 
trol over cotton and tobacco pests, borers of cane, rice, 
and coffee, moths, caterpillars, and aphides. In this country 
its main use to date has been in the fruit-growing industry 
for control of apple aphis, apple sucker, winter moth cater- 
pillar, tortrix caterpillar, and apple saw-fly. 

The manufacturers recommend sensible precautions with 
regard to endrin, while emphasizing its toxicity to be of a 
lower order than that exhibited by the older anticholin- 
esterase or phosphate insecticides or by arsenic compounds. 


This insecticide is comparatively new, and present infor- 
mation must necessarily be regarded as interim. 


Toxicity of Aldrin, Dieldrin, and Endrin 

So far as is known no previous cases of endrin poisoning 
have been reported in human beings, but cases have 
occurred of poisoning by aldrin and dieldrin (Princi, 1952), 
which are chlorinated hydrocarbons similar to endrin, and 
are also used as pesticides, 

Endrin is an isomer of dieldrin. In these cases the early 
symptoms are reported as being headache, nausea, vomiting, 
general malaise, and dizziness, Where the amount of in- 
toxicant which had been absorbed was small further symp- 
toms rarely developed. However, when larger doses were 
taken central nervous symptoms occurred. These were 
characterized by convulsions which were clonic and tonic 
in character. If the dose was excessively large, the central 
nervous symptoms occurred without any other premonitory 
symptoms. The convulsions were sometimes followed by 
coma. Hyperexcitability and hyperirritability were common. 
Thus it is seen that the symptoms of poisoning by these 
substances are very similar to those caused by endrin in 
the outbreak at present under review. 

One case of aldrin poisoning which occurred in 1951 has 
been described in considerable detail (Spiotta, 1951). It 
refers to a 23-year-old farmer in the United States of 
America who intentionally drank from a coca-cola bottle 
containing an aldrin mixture, He was estimated to have 
ingested 25.6 mg. of aldrin per kg. of body weight. In spite 
of gastric lavage generalized convulsions began within 20 
minutes and persisted until large amounts of barbiturate 
had been given. During one of these convulsions he dis- 
located a shoulder. Later an electroencephalogram revealed 
generalized cerebral dysrhythmia. The rhythm did not be- 
come essentially normal until five months had elapsed. 
Haematuria and albuminuria appeared on the second day 
and persisted for 18 days. Although symptoms in this case 
persisted for 12 days complete recovery ensued and there 
appeared to have been no permanent kidney or liver damage. 
In addition no permanent organic brain changes were found 
either by means of electroencephalographic tracings or by 
psychometric testing. 

Data concerning the management and treatment of aldrin 
and dieldrin poisoning are available, and it would 
appear that the treatment of endrin poisoning is on 
similar lines. It is recommended that if aldrin or dieldrin 
has been ingested in any form the stomach should be washed 
out as quickly as possible, and that later adequate quanti- 
ties of magnesium sulphate should be given in order that 
the ingested material may be purged rapidly. The patient 
should be closely watched for 72 hours, and at the first 
suggestion of involvement of the nervous system barbiturate 
therapy should be instituted. Barbiturates may be em- 
ployed in the form of either sodium phenobarbitone or 
sodium amylobarbitone. Glucose may be administered in- 
travenously, care being taken that not so much parenteral 
fluid is given as to encourage the production of pulmonary 
oedema. In cases either of acute or chronic intoxication 
a high-protein therapy may be advantageous, since liver 
damage may be produced by this type of poisoning. For 
this purpose the intravenous administration of amino-acids 
is recommended. The use of morphine is definitely contra- 
indicated. Because this type of poisoning may in very 
severe cases result in the production of pulmonary oedema 
it may be necessary to institute oxygen therapy. In acute 
intoxications kidney damage may be manifested by the 
presence of haemolysed blood in the urine, therefore the 
benzidine test may be positive in the absence of red cells 
in the urine. 

Although there is apparently no literature concerning 
human endrin poisoning, details of the mammalian toxicity 
of this substance have been published (Cole, 1955). It is 
stated that the acute oral toxicity of endrin to small labora- 
tory animals is greater than that of aldrin or dieldrin, the 
LDso to male rats being approximately 35 mg. per kg., 
and to female rats about half of this figure. 
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May 2. Two hours later he felt “ hot” and not very well, 
and walked to the top of the stairs to get some fresh air. 
He apparently had a convulsion and remembers nothing 
for 30 minutes. He fell downstairs, severely bruising the 
area around his right eye. He went home and soon felt 
much better, but was off his food for several days. He 
remained away from work for eight days. 

Case 5.—A pharmaceutical chemist, aged 46, ate five 
slices, at 1 p.m. on May 2, of a contaminated batch which 
had been quite recently baked. Two hours later he felt hazy 
and could not concentrate. He had some flatulent discom- 
fort but did not vomit. He became giddy and was stated 
to be a little aggressive and to be blinking his eyes fre- 
quently. He gradually improved but did not feel quite well. 
At 7.15 p.m. he ate a further five slices from the contam- 
inated batch, and, although he still did not feel well, he 
attended a meeting where he was chairman. He found 
that he could not concentrate again, and at 8 p.m. he 
suddenly became rigid and fell unconscious. He bruised 
his nose and cut his scalp in falling and there was consider- 
able bleeding. During the convulsion his arms and legs 
were jerking. He was unconscious for about 15 minutes 
and was removed to hospital. He thinks that he vomited 
before he arrived. It is stated that he was fully conscious 
on arrival at the hospital and there were no abnormal neuro- 
logical signs. However, he still felt hazy and very restless 
that night, sleeping badly. Next day he felt much better. 
An electroencephalogram was taken approximately 20 hours 
after the fit. It was reported to be abnormal and suggestive 
of some irritative condition or mild unstable element find- 
ing expression chiefly to the right of midline in central 
and also to some extent in temporal areas. A further 
electroencephalogram was taken four days after the con- 
vulsion and was reported as showing considerable improve- 
ment, but still not typically normal, being reminiscent of 
persons experiencing a state of tension or anxiety. 


Case 6.—A tinplate worker aged 47 ate half a loaf from 
a contaminated batch for supper on May 2. He felt 
peculiar during the night and could not sleep. At 9 a.m. 
he ate a further half loaf for breakfast. He did not feel 
like going to work, and by midday he was feeling very ill. 
He felt numb from the waist down, was dizzy, and had 
considerable confusion of thought. At 2 p.m. he had a con- 
vulsion and fell. He was noticed to be black in the face 
and frothing at the mouth, and his limbs were jerking. The 
convulsion lasted three or four minutes, and he remembers 
nothing for about half an hour afterwards. He was sent 
to hospital, where on admission his condition was satis- 
factory and a clinical examination was negative. He was in 
hospital for two days and had no after-effects. 


Case 7.—A housewife aged 46 ate two slices of a con- 
taminated batch at about 10 p.m. on May 2. She awoke 
at 2 a.m. feeling ill, trembling all over, perspiring, and very 
weak. She vomited and felt much better afterwards. At 
9 o'clock the following morning she ate three further slices 
from the contaminated batch. She did not feel very well 
during the morning, and by midday she was again trembling 
with weakness and had abdominal discomfort and nausea. 
There was considerable confusion of thought. She was dis- 
oriented, was deaf, and her eyes were slightly dim. She 
was admitted to hospital. On the way down in the ambu- 
lance she vomited and felt slightly better afterwards. On 
arrival at the hospital her condition was good and clinical 
examination was negative. She remained in hospital for 
two days and had no after-effects. 

Case 8.—A schoolgirl aged 16 ate four or five slices from 
a contaminated batch for supper on May 2. She awoke at 
3 a.m. and could not sleep for the rest of the night, feeling 
weak and having a sensation of nausea. She felt much 
better next morning but did not go to school. At 9 a.m. 
she ate a further four slices from the batch. At 11 a.m. 
she felt ill and was noticed to be extremely pale. She lay 
down, and at 11.30 she had a convulsion, becoming un- 
conscious. She was black in the face, frothing at the 
mouth, and remained unconscious for about 20 minutes. 


She came round and felt weak and drowsy. Half an 
hour later she had a second convulsion and was again out 
for 15 to 20 minutes. Whilst in the ambulance she had 
a third similar convulsion, after which she vomited. On 
admission to hospital she was pale and drowsy. Nothing 
else abnormal was recorded. She remained in hospital for 
two days with apparently no after-effects. 


Case 9.—-A schoolgirl aged 84 ate three slices of a con- 
taminated loaf at 5 p.m. on May 2, but felt quite well. 
For breakfast on May 3 she ate a further two or three 
slices of the loaf with no ill effect. However, by 5 p.m., 
she felt “ funny in her tummy,” had a headache, and looked 
heavy about the eyes, but ate her tea, at which meal she 
consumed a further three slices of the bread. She played 
during the evening but was not quite well, She went to 
bed at 8 p.m., and about 8.30 p.m. her father called up- 
stairs to tell her to keep one of the other children quiet. 
He received no reply, and, on going up to investigate, found 
the child lying on the floor in a dazed condition. She stated 
that she did not know where she was. He picked her up 
and placed her on the bed, whereupon she had a convul- 
sion, with considerable jerking of her arms and legs, and 
fell off the bed again. She was semi-conscious for about 
half an hour ; then she vomited a little and felt much better. 
rns slept well during the night and was quite all right next 

y. 

Case 10.—This patient, a blind man aged 55, attends an 
occupational centre. At 1 p.m. on May 3 he ate four 
slices of bread from a contaminated batch. These formed 
part of his lunch, which he ate as sandwiches whilst away 
for the day at the blind institute. About 4 p.m. he felt 
dizzy, “off his balance,” and felt as if he was falling 
forward. He returned home, and at 5.15 ate two more 
slices of bread from the same contaminated batch. About 
an hour later he fell in a convulsion, cutting the top of his 
head. He was removed to hospital and remained there 
for two days; it was noted on admission that he was 
shocked but fully conscious. He had a laceration over 
the right parietal bone but no bony injury. He felt weak 
for several days after his return from hospital. 


Case 11.—A male clerk aged 18 ate three slices from a 
contaminated batch for his lunch on May 3. He felt quite 
well, and at 5 p.m. ate a further four or five slices from 
the same batch. Again he felt no ill effects, but at 6.30 
he fell in a sudden convulsion and was removed to hospital. 
On arrival he was conscious but feeling dazed. His con- 
dition was stated to be satisfactory. He felt dizzy for a 
further two days after his return home and remained away 
from work for five days. 


Case 12.—This patient, a woman aged 22, was a chemist’s 
assistant. At about 8 a.m. on May 3 she ate one round 
of toast made from a contaminated batch. At 11 a.m., 
while working in the chemist’s shop, she began to feel sick 
and dizzy, and says that she saw double for a while. She 
came home at | p.m. suffering from nausea and feeling 
as if she was going to fall. She vomited a little and spent 
the afternoon in bed. She felt somewhat better, and at 
4.30 p.m. had tea, eating three slices from the contaminated 
batch. She was feeling much better during the evening, 
but at 8 o'clock suddenly had a convulsion and became 
unconscious. She remembered nothing for about an hour 
afterwards, On admission to hospital she was stated to be 
quite well, with no abnormal signs. An electroencephalogram 
taken 19 hours after the convulsion was reported to be 
outside normal variation, suggesting a non-specific unstable 
element finding expression in the central and posterior areas 
generally. She remained in hospital for a week. She stated 
that she slept badly for a further week after return home and 
that her appetite was still rather poor. She was off work 
for five weeks. 


Case 13.—A farmer aged 33 consumed four or five slices 
from a contaminated batch at about 1 p.m. on May 3. He 
continued his work and felt quite well during the after- 
noon. About 5 p.m., whilst he was driving a tractor in a 
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field which he was harrowing, he fell and remembers noth- 
ing until he found himself lying on the ground, the tractor 
having continued on its course and run into a hedge. He 
got up and returned home, and for about an hour he felt 
ill, with some confusion. At 6 p.m. he vomited and went 
to bed. He slept well and felt much better the following 
morning, but was a little weak during that day. There 
were apparently no after-effects. 


Case 14.—A farm hand aged 18 ate the greater part of 
a contaminated loaf at 10 a.m. on May 3. About two hours 
later he had a fit while driving cattle on the road. He fell 
unconscious and was noticed to be purple in the face and 
frothing in the mouth ; his arms and legs were jerking. He 
became partially conscious after three or four minutes, and 
then had a second fit. During the next hour he had a series 
of similar fits each lasting a few minutes with a period of 
semiconsciousness between them. He was removed to hos- 
pital, and on admission was said to be drowsy and con- 
fused. There were no abnormal neurological signs, and 
he recovered within a few hours. An electroencephalogram 
taken 48 hours after the convulsion was reported as being 
abnormal, but the possibility of underlying behaviour dis- 
order was suggested in this case. This boy is at an ap- 
proved school and is boarded out with local farmers. On 
discharge from hospital five days later he did not return 
to the farm where he was working, but went back to the 
farm school from which he originally came. 


Chemistry of Endrin 


The word “endrin” is a coined common name for a 
pure chemical with the following structural formula : 


H cl 
\ / | 
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Endrin is the newest member of a triumvirate of insecti- 
cides, the others being “aldrin” and “dieldrin.” All are 
closely related both structurally and in that all three have 
their origin in dicyclopentadiene, a hydrocarbon found in 
small quantities in distillates from “cracked” petroleum 
or coal-tar, Endrin, however, is the most versatile insecti- 
cidally because in addition to the range of insects killed by 
dieldrin it also gives,control of many caterpillar and aphide 


pests. 

At present endrin is produced at the Shell plant at Denver, 
Colorado, U.S.A., but will soon be produced also at the 
new insecticide plant of the Royal Dutch Shell Group at 
Pernis, Rotterdam. 

Endrin is soluble in aromatic hydrocarbons and ketones, 
sparingly soluble in alcohols and paraffin hydrocarbons, and 
insoluble in water. As marketed for formulation purposes, 
it is a pale buff granular product containing 90-95% of 
endrin, is easily ground, and has a faint “ medicinal ” smell. 
It became available for field evaluation outside the U.S.A. 
towards the end of 1952 and was generally available in 
March, 1954. 

Formerly known as compound 269, this new insecticide 
has been found extremely useful in the field, exercising con- 
trol over cotton and tobacco pests, borers of cane, rice, 
and coffee, moths, caterpillars, and aphides. In this country 
its main use to date has been in the fruit-growing industry 
for control of apple aphis, apple sucker, winter moth cater- 
pillar, tortrix caterpillar, and apple saw-fly. 

The manufacturers recommend sensible precautions with 
regard to endrin, while emphasizing its toxicity to be of a 
lower order than that exhibited by the older anticholin- 
esterase or phosphate insecticides or by arsenic compounds. 


This insecticide is comparatively new, and present infor- 
mation must necessarily be regarded as interim. 


Toxicity of Aldrin, Dieldrin, and Endrin 

So far as is known no previous cases of endrin poisoning 
have been reported in human beings, but cases have 
occurred of poisoning by aldrin and dieldrin (Princi, 1952), 
which are chlorinated hydrocarbons similar to endrin, and 
are also used as pesticides, 

Endrin is an isomer of dieldrin. In these cases the early 
symptoms are reported as being headache, nausea, vomiting, 
general malaise, and dizziness, Where the amount of in- 
toxicant which had been absorbed was small further symp- 
toms rarely developed. However, when larger doses were 
taken central nervous symptoms occurred. These were 
characterized by convulsions which were clonic and tonic 
in character. If the dose was excessively large, the central 
nervous symptoms occurred without any other premonitory 
symptoms. The convulsions were sometimes followed by 
coma. Hyperexcitability and hyperirritability were common. 
Thus it is seen that the symptoms of poisoning by these 
substances are very similar to those caused by endrin in 
the outbreak at present under review. 

One case of aldrin poisoning which occurred in 1951 has 
been described in considerable detail (Spiotta, 1951). It 
refers to a 23-year-old farmer in the United States of 
America who intentionally drank from a coca-cola bottle 
containing an aldrin mixture. He was estimated to have 
ingested 25.6 mg. of aldrin per kg. of body weight. In spite 
of gastric lavage generalized convulsions began within 20 
minutes and persisted until large amounts of barbiturate 
had been given. During one of these convulsions he dis- 
located a shoulder. Later an electroencephalogram revealed 
generalized cerebral dysrhythmia. The rhythm did not be- 
come essentially normal until five months had elapsed. 
Haematuria and albuminuria appeared on the second day 
and persisted for 18 days. Although symptoms in this case 
persisted for 12 days complete recovery ensued and there 
appeared to have been no permanent kidney or liver damage. 
In addition no permanent organic brain changes were found 
either by means of electroencephalographic tracings or by 
psychometric testing. 

Data concerning the management and treatment of aldrin 
and dieldrin poisoning are available, and it would 
appear that the treatment of endrin poisoning is on 
similar lines. It is recommended that if aldrin or dieldrin 
has been ingested in any form the stomach should be washed 
out as quickly as possible, and that later adequate quanti- 
ties of magnesium sulphate should be given in order that 
the ingested material may be purged rapidly. The patient 
should be closely watched for 72 hours, and at the first 
suggestion of involvement of the nervous system barbiturate 
therapy should be instituted. Barbiturates may be em- 
ployed in the form of either sodium phenobarbitone or 
sodium amylobarbitone. Glucose may be administered in- 
travenously, care being taken that not so much parenteral 
fluid is given as to encourage the production of pulmonary 
oedema. In cases either of acute or chronic intoxication 
a high-protein therapy may be advantageous, since liver 
damage may be produced by this type of poisoning. For 
this purpose the intravenous administration of amino-acids 
is recommended. The use of morphine is definitely contra- 
indicated. Because this type of poisoning may in very 
severe cases result in the production of pulmonary oedema 
it may be necessary to institute oxygen therapy. In acute 
intoxications kidney damage may be manifested by the 
presence of haemolysed blood in the urine, therefore the 
benzidine test may be positive in the absence of red cells 
in the urine. 

Although there is apparently no literature concerning 
human endrin poisoning, details of the mammalian toxicity 
of this substance have been published (Cole, 1955). It is 
stated that the acute oral toxicity of endrin to small labora- 
tory animals is greater than that of aldrin or dieldrin, the 
LDso to male rats being approximately 35 mg. per kg., 
and to female rats about half of this figure. 
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Summary 

The investigation has established that a consignment of 
endrin dispatched on February 20, 1956, leaked 3 gallons 
(13.6 litres) into the conveying wagon in transit. The 
same wagon, which was used for the conveyance of 
empties between February 20 and April 25, was on the 
latter date loaded with sacks of flour at Cardiff and dis- 
patched to Swansea. Of the 100 sacks carried in the 
wagon it was proved that two absorbed endrin from the 
vehicle floor, and both these sacks were delivered to one 
bakery as part of the weekly consignment. One of these 
sacks was returned, and endrin was found to be present 
in some parts of the flour to the extent of 5,500 parts per 
million. The other sack was used by the baker to manu- 
facture loaves which caused 49 people to be ill enough 
to require medical treatment. Endrin was recovered 
from some parts of the bread consumed to the extent 
of 150 parts per million. It was further established that 
while in the bakery the empty contaminated sack which 
had contained national flour came into contact with 
dough made from patent white flour which, having been 
used to make white bread rolls, caused 10 men to become 
ill at a local works after consuming them. 

Samples taken from the wagon floor and analysed on 
June 8 showed endrin still to be present in one section 
of the wagon to the extent of 116,000 parts per million. 


The successful result of the inquiry would not have been 
achieved had the public health department not received the 
fullest assistance and co-operation from all the firms and organ- 
izations involved. It is desired to acknowledge the assistance pro- 
vided by the Department of the Government Chemist, London, 
and the Glamorgan County Public Health Laboratory. The 
information on case histories was readily provided by Dr. Duncan 
Davies, medical superintendent, Morriston Hospital; Dr. Idwal 
Pugh, medical superintendent, Hill House Isolation Hospital, 
Swansea: and Mr. B. J. Baker, department of electroencephalo- 
graphy, Morriston Hospital. 
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ANAEMIA OF PREGNANCY AND THE 
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BY 
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Early reports from temperate climates indicated that 
treatment of megaloblastic anaemia of pregnancy and 
the puerperium with vitamin B,, was usually ineffective 
(Bethell ef al., 1948 ; Day er al., 1949; Furman ef al., 
1950; Ginsberg er al., 1950; Ungley and Thompson, 
1950 ; Clark, 1952). Total dosage did not exceed 120 ng. 
in the cases described. Later, however, a case was 
treated successfully in Holland with only 45 pg. (Nieweg, 
1952), and recently in Dublin satisfactory responses fol- 
lowed the use of massive doses ranging from 900 to 
5,000 ug. in 13 patients out of a series of 17 (Moore et al., 
1955). In warmer climates response to vitamin B,, in 
small amounts was often satisfactory (Patel and Kocher, 
1950; Chaudhuri, 1951), and good results sometimes 
followed the use of larger doses (Cohen, 1953 ; Adams 
and ‘Wilmot, 1953 ; Tasker, 1954; Berry 1955). 


Kothari and Bhende (1949) believed that the disease 
commonly seen in India and the Tropics was the same as 
that described in Britain by Callender (1944). Diagnosis 
depended on the presence of megaloblasts of Ehrlich in 
the peripheral blood or bone marrow. Cases reported 
from most parts of the world usually responded well 
to treatment with folic acid, and there were clinical 
similarities. Differences in response to vitamin B,,, how- 
ever, supported the views of Thompson and Ungley 
(1951) and others that there are several varieties of the 
condition, while the work of Foy ez al. (1952a, 1952b) in 
East Africa showed differences in the appearance of the 
bone marrow. 

This paper records the results of a clinical trial using 
large doses of vitamin B,, in 10 cases of the type of 
megaloblastic anaemia associated with pregnancy or the 
puerperium seen in Durban. The appearance of the 
bone marrow is briefly described. 


Clinical Features 


From a series of 34 patients with severe megaloblastic 
anaemia associated with pregnancy or the puerperium, 10 
who were not dangerously ill were chosen for the trial. Two 
patients were African and eight Indian. Their ages and 
parity are indicated in Table I, which also shows the main 
findings in the blood on admission to hospital, and the 
results of gastric analysis after stimulation with histamine. 
Clinical features were similar to those previously described 
in our cases (Adams and Wilmot, 1953). These will not be 
discussed further except as regards infections and other 
factors which might be expected to retard recovery after 
treatment. Pyrexia was present in seven patients, all of 
whom were investigated for sources of infection. There was 
mild pyelitis in two (Cases 2 and 6); two others had com- 
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plained of diarrhoea before admission, but no cause was 
found on stool examination. X-ray examination of the 
chest in nine patients revealed no abnormality. One patient 
had evidence of puerperal sepsis, which was not severe (Case 
9), but pyrexia persisted after this had been cleared up. Full 
investigations revealed no cause, other than severe anaemia 
for this pyrexia, which settled when the blood count rose. 
In their series Badenoch er al. (1955) record a high incidence 
of other complications such as vomiting and haemorrhage, 
but these were absent from my cases. In the whole series 
of 34 cases there was no clinical evidence of steatorrhoea, 
an uncommon disease in South Africa ; faecal fats estimated 
in 21 (six of the present trial series), were always within the 
normal range. It thus seems unlikely that infections or 
— factors have obscured the results of treatment in this 
trial. 


Diet 


Dietary histories are difficult to obtain and are not very 
reliable. Family incomes of all were low, and carbohydrate 
intake tended to be high. Protein was very low in seven, 
and apparently adequate in one (Case 6). One patient is of 
particular interest in view of the suggestion of Badenoch 
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and his colleagues that resistance to haemopoietic factors 
may develop during pregnancy. 

Case 4.—An Indian woman had been under my care during 
the seventh and eighth months of pregnancy for severe chorea 
gravidarum. As she was thin she had received soured milk and 
an egg daily in addition to hospital diet. On admission haemo- 
globin was 8.6 g. per 100 ml., mean corpuscular haemoglobin 
concentration 29%, sedimentation rate 51 mm. in one hour 
(Wintrobe). Treatment consisted of bed rest, salicylates, sedation 
with barbiturates, and ferrous sulphate. The bone marrow was 
not examined. Leaving hospital against advice, she delivered a 
stillborn infant at home two weeks later. Severe chorea recurred 
immediately and she was readmitted. Examination of the blood 
and bone marrow revealed the presence of megaloblastic anaemia, 
haemoglobin being 5.6 g. per 100 ml. 


Bone Marrow 


Diagnosis depended on examination of the bone marrow 
in all cases. My experience has been somewhat similar to 
that of Foy et al. (1952a), who described two groups of 
macrocytic or normocytic anaemia in East Africa. In one 
there are giant metamyelocytes in the bone marrow with 
erythroblasts, macronormoblasts, and megaloblasts in various 
stages of development ; in the other, giant metamyelocytes 
are present without megaloblasts. I have observed 
similar bone-marrow changes in some cases of kwashiorkor 
(Adams, 1954), and Berry describes them as a feature of 
some of the cases of anaemia of pregnancy in Lagos. Giant 
metamyelocytes were seen in all 10 of the present series, 
while in six there were megaloblasts of Ehrlich as well as 
cells of intermediate type similar to those described by Dacie 
and White (1949). Intermediate cells were present in the 
remaining four, but megaloblasts were not observed (Cases 
5, 7, 8, and 10). Differentiation from true megaloblasts is 
sometimes difficult. For the purposes of this trial a bone 
marrow was reported as megaloblastic if it contained true 
megaloblasts or intermediate cells as well as giant meta- 
myelocytes. 


Clinical Trial with Vitamin By 


Before treatment with vitamin Biz: was started, all cases 
were observed over a control period—four days in Case 6, 
and five to seven days in the remainder. During this control 
period and throughout the trial which followed, progress 
was determined by daily reticulocyte counts, and by 
haemoglobin (Hb) and the volume of packed cells (P.C.V.), 
both estimated in duplicate every five days. Seven patients 


had previously received no treatment and two had been 
treated with penicillin because of pyrexia (Cases 2 and 7). 
Significant blood changes did not occur in any of these 
during the control periods. Case 5 had been treated with 
penicillin and streptomycin seven days before vitamin Bi 
was given. During this time a slight rise occurred in P.C.V., 
while the reticulocytes rose to 12.1% but dropped again to 
their previous level. No change occurred in the Hb, how- 
ever, and examination of the bone marrow at the end of the 
control period showed well-marked megaloblastic erythro- 
poiesis. She was therefore included in the series. 

. Vitamin Bz was administered by the intramuscular route 
in doses ranging from 100 yg., given in one injection, to 
1,400 xg. in daily injections of 100 »g. The results are 
analysed in Table II, which also shows the subsequent 
course of each patient. 

It will be seen that seven responded to vitamin By. Re- 
sponse was good in six, but only moderate in the seventh. In 
four of these the bone marrow was re-examined during the 
trial, and in all erythropoiesis was then normoblastic, 
although in one some giant metamyelocytes were still present 
(Case 5). Three of these patients received only 100 ug. dur- 
ing the trial. As a group, response appeared to be as good 
as that of the other four who were given 1,000 »g. of vitamin 
By or more. After the trial two received folic acid (10 mg. 
thrice daily) ; there was no second reticulocytosis in one of 
them on whom repeated reticulocyte counts were done. 
Three patients later showed signs of iron deficiency, for 
which ferrous sulphate was given. 

Vitamin By: was judged to be ineffective in two patients 
(Cases 8 and 10). A false reticulocytosis of 20.9% occurred 
in Case 8, but the Hb failed to rise in both, while the bone 
marrow remained megaloblastic (examined on the fifteenth 
and seventh days respectively). The trial in Case 9 was in- 
conclusive. Hb and P.C.V, dropped considerably and there 
was no rise in reticulocytes after five days, so folic acid 
therapy was started; but on this day partial change in 
erythropoiesis was observed in the bone marrow. 


Discussion 


In this small series satisfactory responses followed treat- 
ment with vitamin By in all seven cases seen after delivery, 
100 »g. apparently being as effective as larger doses. There 
was an average daily Hb rise during the trial of 0.16 g. per 
100 ml. Better response followed treatment with folic acid 
in 14 other post-partum cases (mean daily Hb rise 0.23 g. per 
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iagnosis Vitamin | Hb Before Result of 
Case " of B,, Dosage Treatment Response to Treatment Subsequent Course Vitamin 
No. Anaemia ve.) g./100 ml.) B,, Trial 
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3 2 weeks 100 32 28: “3 ‘reticulocytosis on ‘eth day; Hb | Contin > on further B,, to 9-8 g. os 
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26-530 re on Gi Gay, | tea 
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normoblati on 7th day, with some giant 
locytes 
1,000 6 31- on 6th day; Hb on further to 11-6 
(100 x 10) on 15th day, marrow then Hb/100 ml Bas 
tic 
6-5 10-1% reticulocytosis on Sth day; Hb | Continued rise on further to 13-3 Moderate 
100 + ¥, reticulocytosis on 8t ¥; no rise 1% reticulocytosis on y folic | Reticul 
in Hb by Sth day, marrow then still] acid, Hb 6 g./100 mi. 15 days later. | rise only 
megaloblastic dun normoblastic. After delivery 
and iron Hb rose to 12-3 g./100 mi. 
9 4 weeks 200 68 No rise in reticulocytes by Sth day; Hb | 228% reticulocytes on 7th day afier folic | Partial mar- 
ante partum then 5 g./100 ml., but marrow more acid, but slow rise with iron to 9-8 g.| row change 
week: 38 No by 7th day, Hb then Sth day after fi 
700 rise in reticulocytes y, t % reticu T° js on St y folic | None 
ad one (100 x 7) 3-2 g./100 ml., and marrow megaloblastic acid, Hb 5-1 g./100 ml. on Iith day. 
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* Left hospital against advice.  Transfused before trial. 
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100 ml.), but these two groups are not strictly comparable, 
since the folic acid cases were usually more anaemic before 
treatment and could not be observed over preliminary con- 
trol periods. The addition of folic acid to treatment did not 
seem to alter the subsequent course in two of the trial cases, 
while in four others who were followed long enough blood 
counts reached normal values on vitamin By (with added 
iron in two). 

Very poor results followed treatment with vitamin Bu 
in all three cases seen during pregnancy. From Table I it 
is seen that total proteins and serum albumin levels were 
lowest in these three cases, so that, besides pregnancy, 
protein malnutrition might be a factor inhibiting response 
to treatment. This seems unlikely from my experience with 
folic acid series. In six cases, four treated with folic 
acid at term and two post partum, serum albumin was 
less than 3 g. per 100 ml, (range 1.6 to 2.8 g.), and in three 
of these the total protein was less than 6 g.; yet five re- 
sponded well, including one with only 4.9 g. total protein 
and 2.5 g. albumin. 

A similar distinction between cases treated before and 
after delivery is found by analysing the details of the trial 
reported by Moore et al. Ten of their 12 post-partum cases 
responded to the large doses they used, but in some there 
were only small increments in Hb in the first two weeks. 
Only three out of their five ante-partum cases responded to 
vitamin By, and in all three the average daily Hb rises were 
very low. On the other hand, seven of Berry’s nine cases 
treated during pregnancy responded to vitamin By, although 
normal Hb levels were not reached. Like Das Gupta et al. 
(1953), who treated nutritional macrocytic anaemia with 
vitamin By, Berry believes that additional folic acid may 
be necessary for complete remission. Foy et al. (1955) 
suggest that there are two types of non-pernicious megalo- 
blastic anaemias in Africans—classified on response to 
treatment—including cases seen in pregnancy. One type 
responds completely to penicillin (in specified doses) or to 
vitamin By by mouth, and serum vitamin By: levels are very 
low before treatment. The other (with normal serum 
vitamin By levels) responds to folic acid but not to penicillin 
or vitamin Bis. 

In Durban the bone marrow differs from that described 
in megaloblastic anaemia seen in temperate climates. Giant 
metamyelocytes are always present, but erythropoiesis may 
be cither megaloblastic or of the intermediate variety. 
Similar appearances are seen elsewhere in Africa. Dacie 
and White, who observed red-cell precursors of intermediate 
type in cases of pernicious anaemia not severely anaemic, 
ascribed the changes to minor deficiencies in haemopoietic 
factors. In my cases, however, as in those of Foy er al. 
(1952a) and Berry, this intermediate type of megaloblastic 
change may be seen when anaemia is severe. 

It seems likely that there are several varieties of megalo- 
blastic anaemia associated with pregnancy because of these 
differences in the appearance of the bone marrow and in 
response to treatment. Despite this, however, cases reported 
from many parts of the world have much in common. They 
tend to occur in the last three months of pregnancy or in 
the puerperium ; sometimes the onset is rapid; the peri- 
pheral blood picture is inconstant ; spontaneous remission 
may occur after delivery ; and dietary deficiencies do not 
appear to be the only cause, although diets are often poor. 
The common factor among them all may well be the de- 
velopment of resistance to the action of haemopoietic sub- 
stances during pregnancy, as Badenoch and his colleagues 
have suggested, rather than to absolute deficiencies. 


Summary 
The results of a clinical trial using vitamin B,, in 10 
patients with megaloblastic anaemia of pregnancy are 
recorded. The appearance of the bone marrow is briefly 
described. 
Response was satisfactory in all seven treated after 
delivery. It appeared to be as good with doses of 100 xg. 
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as it was when 1,000 »g. or more was given, but better 
results are usually obtained with folic acid. 
Three patients treated before delivery responded 


poorly. 

Because of differences in the appearance of the bone 
marrow and in response to treatment, it seems likely 
that there are several varieties of megaloblastic anaemia 
associated with pregnancy. 


I wish to thank the medical superintendent of King Edward 
VIII Hospital, Dr. S. Disler, for permission to publish, and Drs. 
Kelman Drummond and N. A. Rossiter for access to cases under 
their care. 
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OPERATIVE PARATHYROID 
ARTERIOGRAPHY FOR LOCATION OF 
PARATHYROID TUMOUR 


BY 


R. E. STEINER, M.B., F.F.R. 
Lecturer in Medical Radiology 


RUSSELL FRASER, ML.D., F.R.C.P. 
Reader in Medicine 


AND 


IAN AIRD, Ch.M., F.R.C.S. 
Professor of Surgery 


Postgraduate Medical School of London, Hammersmith 
Hospital 


The operative discovery of a parathyroid tumour which 
lies at a distance from the thyroid gland, and especially 
of a parathyroid tumour in the superior mediastinum, 
can still be a difficult surgical exercise, and any proce- 
dure which locates such a tumour is of advantage. It 
has been found possible, at least on some occasions, to 
outline a parathyroid tumour by passing an arterial 
catheter disto-proximally into the arch of the aorta so 
that its tip lies at the orifice of the subclavian artery 
and radio-opaque material injected by way of the 
catheter can enter that artery, and pass by the inferior 
thyroid trunk to the thyroid gland and parathyroid 
tumour ; but filling of the vertebral artery by this tech- 
nique may give cerebral complications (Seldinger, 1954). 
The parathyroid tumour is so vascular that it may be 
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outlined. It occurred to one of us (R.F.) that more 
direct arteriography might be undertaken during the 
operation. 


Procedure 


Inferior thyroid arteriography was done during the 
exploration of the neck of a woman who had parathyroid 
osteodystrophy and investigation of whom had proved that 
she suffered from parathyroid overaction. Clinical examina- 
tion did not exposé any asymmetry of the neck, a plain 
x-ray film of the neck and barium swallow did not demon- 
Strate any displacement of trachea or oesophagus, and before 
operation the location of the parathyroid tumour was not 
known. 

The initial steps of the operation followed the usual 
pattern. The patient was placed carefully on the operating- 
table with the shoulders symmetrically raised on a pillow 
and the chin pointing directly forwards. A low collar in- 
cision was made, the infrahyoid muscles were separated in 
the midline and transected, and the thyroid gland was 
exposed. Close inspection failed to reveal any asymmetry, 
except the normal degree of displacement of the pyramidal 
lobe a little to the right of the midline. As in the case of 
at least one previous parathyroidectomy, the thyroid gland 
lay at a rather higher level than usual, the upper border 
of the isthmus being situated slightly above the level of the 
cricoid cartilage. The superior thyroid vessels, which were 
symmetrical on the two sides, were divided as in thyroidec- 
tomy, and the middle and inferior thyroid veins were 
divided also. The upper and lower borders of the isthmus 
and the gland were defined, as also were the medial borders 
of the upper poles of the lateral lobes. Then, on each side, 
stay sutures were inserted into the lateral borders of the 
lateral lobes, and these were retracted while the carotid 
sheath was drawn laterally. Search in the areolar tissue 
between the thyroid gland and the carotid sheath failed to 
reveal a tumour, nor could a tumour be seen on close 
inspection of the borders of the oesophagus and the grooves 
between trachea and oesophagus. The fascia over the 
inferior thyroid artery on each side was now opened and 


Needle outlines trunk of inferior 


Parathyroid aortography. 
thyroid artery T=right lobe of thyroid gland. 
tumour outline. 


P =parathyroid 
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both inferior thyroid arteries were exposed. The right inferior 
thyroid artery was distinctly greater in girth than the left— 
a useful indication of the side of a parathyroid tumour. 

It was decided to perform inferior thyroid arteriography 
on the right side, the side of the larger vessel. A “ record” 
syringe containing 10 ml. of 50% diodone was connected by 
“ polythene” tube with a hypodermic needle. The right 
inferior thyroid artery was elevated on a thread support at 
the point of its emergence from under cover of the carotid 
sheath, with just enough tension to stop the flow in it. The 
needle was then inserted into the lumen of the artery just 
distal to the point of its occlusion, and the radio-opaque 
material was rapidly injected. With the aid of a cassette 
placed under the patient’s neck three antero-posterior films 
were taken, one towards the end of the injection and two 
immediately after the completion of the injection. They 
were developed and examined wet; the first of the two 
films is here reproduced. This shows the right lateral lobe 
of the thyroid gland clearly outlined by opaque material, 
while below it and rather lateral to it the outline of the 
responsible parathyroid tumour is observed. 


Comment 

This film shows clearly that a parathyroid tumour can be 
outlined by inferior thyroid arteriography. The character 
of the shadows suggests that if the parathyroid tumour had 
lain on the side of the trachea, or in the groove between 
the trachea and oesophagus, the shadows of the thyroid gland 
and parathyroid tumour would not have been separately 
distinguishable. A tumour in such a situation, however, 
should offer no great difficulty of operative dissection. It 
would seem that it is precisely on those occasions when the 
parathyroid tumour lies at a distance from the thyroid gland 
that it is most easily delineated radiologically. On this 
occasion the tumour did in fact occupy the situation in which 
radiology showed it to be—in the connective tissue of the 
neck below and lateral to the lateral thyroid lobe, and at 
a distance of about 2 cm. from the lower border of that 
lobe. Had we failed to outline the parathyroid tumour by 
right inferior thyroid arteriography, we should have had 
recourse to arteriography on the opposite side in the hope 
of outlining a left parathyroid tumour. If the disparity in 
size had been not between the inferior but between the 
superior thyroid arteries the larger superior thyroid vessel 
would have been chosen for the injection. 


REFERENCE 
Seldinger, S. T. (1954). Acta radiol., 42, 353. 


Research into “river blindness" and plans for the con- 
trol of the Simulium flies which carry the filarial worm 
causing the disease (onchocerciasis) are described in the 
annual report of the British Empire Society for the Blind. 
An ophthalmic team, under Dr. F. C. Rodger, has been 
assessing the extent of river blindness. In the worst endemic 
areas of the Northern Gold Coast, among the million 
African inhabitants, 600,000 have onchocerciasis and at least 
30,000 are blind. In some villages one-tenth of the popu- 
lation and one-fifth of the adult males are blind, Dr. 
Geoffrey Crisp, leader of the entomological team, has pre- 
pared a pian to control the fly at a cost of only £66,000. 
This plan, worked out with the help of the London School 
of Hygiene and Tropical Medicine, recommends a three- 
year campaign by six teams of African workers supervised 
by an entomologist. The report explains : “ Each of these 
teams, using a simple routine and inexpensive equipment, 
would treat a section of the main endemic areas, at specified 
points, during the vital phases of the flies’ life cycle. The 
total effect should be rapidly to clear some of the most 
heavily infected points and; over the main endemic area, 
gradually to reduce the number of flies to manageable pro- 
portions so they can subsequently be controlled by a per- 
manent routine.” Apart from the plans being made to 
prevent infestation, research has been carried out into the 
effect of new drugs in preventing an already infested person 
from going blind. 
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MACROGLOBULINAEMIA OF 
WALDENSTROM 


BY 
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Physician, Nerth Middlesex Hospital 


AND 


A. B. ANDERSON, Ph.D. M.R.C.S., F.R.LC, 
Chemical Pathologist, St. Bartholomew's Hospital 


In 1944 Waldenstrém described two cases of macro- 
globulinaemia. A similar case is here presented, with a 
brief review of the literature. 


Case Report 

A man aged 60 was referred to one of us in November, 
1954, by Dr. D. R. Daniel, with a history of deteriorating 
vision for the previous two years. Apart from this he had 
little in the way of symptoms, but occasional mild epistaxes 
followed admission. 

The only physical sign of note was a retinitis, but this 
presented striking and unusual features, the retinal veins 


Case of macroglobulinaemia: retinal drawing. 


being visibly distended and somewhat tortuous, and the 
fundi showing many scattered haemorrhages (see Fig.). 
Vision was reduced to 6/60 in both eyes. Slightly enlarged 
glands were present in both axillae. Anaemia was not 
apparent. There was no purpura, no enlargement of the 
liver or spleen, and no fever. Slight albuminuria appeared 
on occasion. 

Investigation revealed a hypochromic microcytic anaemia 
with a haemoglobin of 31%. White counts varied between 
4,000 and 6,400 per c.mm., with lymphocytes ranging from 
22 to 54%, and an occasional lymphoblast. Rouleaux forma- 
tion was marked. The E.S.R. was greatly elevated, ranging 
from 130 to 170 mm. in the first hour (Westergren). Marrow 
smears showed a lymphocyte preponderance, with lympho- 


blasts more in evidence than in the peripheral blood (Dr. 
A. H. T. Robb-Smith). Liver biepsy (followed by bleeding) 
revealed minimal lymphocytic periportal infiltration (Dr. 
J. F. Heggie). 

The serum was remarkably viscous, but did not gel in the 
cold. Total plasma proteins were 9.9 g.% (albumin 2.5 g. ; 
globulin 7.4 g.). Paper electrophoresis showed an abnormal 
globulin with a mobility lying between the 8 and y fractions, 
proportions of the various constituents being albumin 
2.3 g.%, @1 globulin 0.46 g.%, @2 ‘globulin 1.01 g.%, 
abnormal globulin 3.26 g.%, y globulin 1.47 g.% ; the figure 
for the abnormal globulin includes 8 globulin, as there was 
no clear line of demarcation. A paper electrophoresis after 
treatment showed only slight changes in pattern, but a clear 
demarcation appeared between the abnormal and the 8 
globulins (abnormal globulin 2.82 g.%, 8 globulin 0.61 g.%). 
The main abnormal features of this protein pattern are the 
decreased amount of albumin and the very large amount 
of abnormal globulin present. The formol-gel test was 
strongly positive. Ultracentrifugation produced a sedi- 
mentation constant for the abnormal globulin of 18, indicat- 
ing a molecular weight of over one million (Dr. A. S. 
McFarlane). 

Bleeding, clotting, and prothrombin times, platelet count, 
and serum fibrinogen were within normal limits. X-ray 
pictures of the lumbar spine, pelvis, and skull showed no 
abnormality. Blood W.R. and Kahn were negative. 

He was treated with blood transfusions 
initially, iron, cortisone, and tri-(2-chloro- 
ethyl)-amine. A slow but steady improve- 
ment took place. Vision recovered to 6/9 
in both eyes, and retinal haemorrhages 
largely disappeared. The haemoglobin rose 
to 100%. A significant part of the recovery 
seemed to follow use of the nitrogen mus- 
tard. The man was well and at work 18 
months after first being seen. 


Discussion 


Some important features of 16 similar 
cases studied, and of our own case, are 
shown in the Table. 

Clinical Features—The condition has 
been reported more often in men than in 
women, and usually in the older age groups. 
It seems to be only slowly progressive, the 
illnesses having lasted up to 14 years. 
Anaemia has been usual. A _ slight-to- 
moderate lymphadenopathy and enlargement 
of the liver and spleen have been reported. 
A haemorrhagic tendency has been usual, 
epistaxes and bleeding from the gums being 
the common manifestations. A haemor- 
rhagic retinitis has been reported in five 
cases besides our own. Bone pains are not 
a feature, and x-ray films have been normal 
or have shown diffuse osteoporosis, contrast- 
ing with the findings in classical multiple 
myelomatosis. 

Clinical Pathology.—The blood has been 
sirikingly viscous, and the E.S.R. unusually 
high (in the region of 150 mm. in the first hour—Westergren). 
An absolute or relative lymphocytosis in the peripheral 
blood has been usual. Various disturbances of the bleed- 
ing mechanism have been reported, but as often as not the 
cause of bleeding has not been explained. Hyrerglobulin- 
aemia due to the presence of a macroglobulin has been 
present. Bence Jones proteinuria has been observed in five 
cases. 

Macroglobulinaemia.—The distinguishing characteristic of 
a macroglobulin is, as the name suggests, the large size of 
the molecule. The molecular weights are all in the region 
of 1,000,000, while that of normal serum albumin is 65,000 
and of the a, 8, and y globulins 150,000 to 300,000. Other 
abnormal proteins may be found in the serum or elsewhere, 
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Macroglobulinaemia: Case Features 


Lymphocytosis Macroplobulin 
Sex | Dura- 
Author and tion Bone Sedimen- 
Age | (Years)| Blood | Mar- | Mobility] tation 
row Constant 
Waldenstrém { M 62 8 Yes Yes 19-2 
(1944) M 65 2 a a —— 19-7, 25, 
Bichel et al. (1950) M 14 B 20 
and M 66 2 Mol. wt. 
(1950) 1,800,000 
et al. M 52 14 18, 28 
and 
Schaub (1952) F 32 3 R . Between | 19-20 
Band y 
M 68 2 . y 17-5, 24 
Pernis ef al. (1954) M 64 14 Yes |? 20 
M 72 2 26 
M 72 16-6 
Wilde and Hitzel- 
F Sl 6 No 19 
berger (1954) { F7| 3 Yes . 16 
Mandema ef al. { M 69 1 8 
(1955) M 71 8 12 19-2, 30-9 
ge et al. (1956) | M 67 14 Yes - Y 15, 20 
Jim and Steinkamp | F 79 4 “ 7 y 17, 24 
(1956) 
it case M 60 2 on is Between | 18 
| andy 


such as the Bence Jones proteins, which have molecular 
weights of the order of 25,000 to 75,000. Cryoglobulins— 
that is, globulins which coagulate or precipitate in the cold 
—vary greatly in molecular weight and in other ways. The 
macroglobulins found in the cases mentioned appear to be 
a group of proteins rather than a single entity. The Table 
shows that the sedimentation constants are not identical, 
and that the electrophoretic mobilities have lain in the 8 
or y globulin ranges or sometimes in between. Six have 
been described as cryoglobulins ; such cryoglobulin could 
not be detected in the blood of our patient. Some macro- 
globulins give a positive “water” test—that is, copious 
precipitates are formed when the serum is dropped into 
large volumes of distilled water—but this property is not 
invariably present, and was absent in our case. A feature 
of this group of cases is the large amount of macroglobulins 
found in the blood. In our case as much as 2 to 3 g. per 
100 ml. was present. Small quantities of macroglobulin 
may be present in normal serum (Pedersen, 1945), and there- 
fore pathological macroglobulinaemia may be due to a de- 
rangement of normal mechanisms. 

Pathogenesis.—The presence of an excess of globulin and 
of abnormal globulins is characteristic of various disorders 
involving the reticulo-endothelial system. The similarity 
of the 17 cases here discussed suggests that a clinical entity 
is being described, but its nature remains uncertain. The 
lymphocytosis in the peripheral blood is paralleled by lym- 
phoid hyperplasia in bone-marrow smears, but an excess 
of plasma cells has also been found in the latter on 
occasion. Lymphoid or plasma-cell hyperplasia, or both, 
have been observed in sections from lymph nodes, spleen, 
bone marrow, and other organs obtained on biopsy or at 
necropsy. The condition therefore has affinities with both 
lymphatic leukaemia and multiple myelomatosis, but final 
elucidation of its nature must await further evidence. In 
any event, it is unlikely that macroglobulinaemia will be 
found confined to any one disease, any more than Bence 
Jones proteinuria is exclusively associated with multiple 
myelomatosis. The second case reported by Schaub (1952) 
may be a case in point. 

Treatment.—Cortisone, amidines, urethane, and nitrogen 
mustard have been used by others without seeming effect 
on the underlying process, though the last-mentioned drug 
appeared to be of value in our case. 


Summary 
A case of macroglobulinaemia is described. The 
rather characteristic features of this and similar cases 
from the literature are reviewed. 


We wish to thank Dr. J. F. Heggie for laboratory facilities; 
Dr. A. H. T. Robb-Smith for a report on the bone-marrow smears 
and for advice on pathological aspects of these cases; Dr. A. S. 
McFarlane for the ultracentrifuge study; Mr. J. H. Dobree for 
ophthalmological reports; Mr. T. R. Tarrant, of the Institute of 
Ophthalmology, for the retinal drawing; and Dr. R. 
Macfarlane and Professor N. H. Martin for assistance. 
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Medical Memoranda 


Anterior Tibial Syndrome after Acute Arterial 
Occlusion, Treated by Decompression 


In his report of instances of an anterior tibial syndrome 
following arterial embolism, Watson (1955) suggests that 
surgical decompression of the ischaemic muscles should be 
attempted. The present communication reports the success- 
ful use of this treatment in a case of acute arterial occlusion 
which was probably due to arterial thrombosis rather than 
embolism (Jepson, 1955), 


Case REPORT 


A man aged 68 was admitted as an emergency case at 
11.15 p.m. on July 20, 1955. Five hours previously he had 
experienced a sudden severe pain in his right leg, which 
rapidly became cold, numb, and paralysed. For several 
months before admission he had suffered from angina of 
effort and intermittent claudication. 

On examination his general condition was good and his 
temperature normal. A loud blowing systolic murmur was 
heard all over the praecordium, maximal at the aortic area, 
but there was no other evidence of cardiac disease. The 
left lower limb appeared healthy and the usual pulses could 
be felt in it. The right was pale, and felt cold from a level 
just above the knee. No pulsation could be felt distal to 
the femoral artery. Voluntary movements of the ankle 
were absent and there was complete sensory loss distal to 
the knee. 

Medical treatment for arterial embolism was instituted 
with tolazoline, papaverine, heparin, and phenindione. 
Within 24 hours the whole limb, except the outer side 
of the foot, felt as warm as the left. No pulses had re- 
turned, but motor and sensory functions had greatly im- 
proved. 

On the next morning the patient complained of pain down 
the front of the right leg. The pain increased during the 
day, and could be controlled only by morphine. By the 
evening the antero-lateral part of the leg was swollen and 
the skin over it reddened. Dilated veins could be seen here, 
and the maximum calf circumference was + in. (1.3 cm.) 
more than on the left side. Sensory loss was demonstrable 
in this area and in that corresponding with the cutaneous 
distribution of the anterior tibial nerve. In view of the 
patient’s good general state and severe pain, the anterior 
tibial compartment was explored. 

Under general anaesthesia, a linear incision some 8 in. 
(20 cm.) long was made over the reddened skin area. When 
the deep fascia was incised the anterior tibial muscles bulged 
outwards and were seen to have a well-marked patchy 
yellowish discoloration. This faded during the next five 
minutes, and the muscles by that time appeared normal. 
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Small portions were cut from the anterior tibial and peroneal 
muscles. The skin was sutured over the open fascia. A 
plaster back slab was applied for a week. 

After operation the pain in the leg was dramatically 
relieved. Movements of the foot improved during the fol- 
lowing week, extension of the great toe being the last to 
recover. The wound healed slowly, with some sloughing 
of its edges. 

The patient was discharged on August 25, and when ex- 
amined a month later had no symptoms referable to his 
leg. Recovery of muscle power was complete except for 
some persistent weakness of the extensor hallucis longus. 

The muscle fragments showed, in the case of tibialis 
anterior, interstitial oedema and leucocytic infiltration with 
extensive degeneration and early necrosis of muscle fibres. 
The control specimen from the peronei showed only some 
fatty infiltration. 

The delay in the healing of the operation wound, which 
might be more serious in a limb with a greater degree of 
ischaemia, suggests that a case can be made for performing 
decompressions of this sort through a small incision, using 
Gallie’s fasciotome. 


We wish to thank Dr. P. E. Thompson Hancock and Mr. C. 
Gray for permission to publish this case, Mr. R. H. Maudsley 
for his helpful advice, and Dr. R. Finlayson for the histological 
R. Harrison, F.R.C.S., 

Senior Orthopaedic Registrar. 
P. E. Jackson, M.D., M.R.C.P., 
Royal Free Hospital, London Senior Medical Registrar. 
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Enteritis and Polyarthritis following 
Partial Gastrectomy 


Examples of severe diarrhoea following major abdominal 
surgery were reported by many observers long before the 
use of antibiotics, and particularly since. Finney in 1893 
first described a fatal case following pylorectomy and 
gastro-enterostomy, and Riedel in 1902 described two fatal 
cases following gastrectomy. Penner and Bernheim (1939) 
extensively reviewed the subject just prior to the antibiotic 
era. From a study of the clinical records and post-mortem 
material in 40 cases, following a variety of operations, 
including gastrectomy, appendicectomy, and lobectomy, they 
concluded that the vasomotor mechanisms known to occur 
in shock were responsible for the enteritis and that infec- 
tion was only of secondary importance. Penner and 
Druckerman (1948), Dixon and Weismann (1948), Williams 
and Pullan (1953), and Fowler (1955) have all described 
cases subsequent to the use of antibiotics, many of which 
were fatal. 

It is accepted that the use of antibiotics may lead to 
enteritis. Fairlie and Kendall (1953) described five examples 
following the use of a mixture of penicillin and strepto- 
mycin, and Fowler (1955) described three fatal cases follow- 
ing the use of mixed antibiotics. It is believed that the use 
of antibiotics allows a resistant organism, usually a staphylo- 
coccus, to start up the enteritis, but Fairlie and Kendall sug- 
gested that the aetiology was more complex ; they postulated 
that, in view of the early onset of diarrhoea in some cases, 
there may be a direct stimulation of toxin production by the 
antibiotics. 

In the following case severe diarrhoea developed on the 
fifth day after partial gastrectomy and was accompanied by 
a rigor and auricular fibrillation ; the diarrhoea persisted for 
48 hours, ceased, and polyarthritis developed. The diag- 
nosis of enteritis causing pyaemia was made and the patient 
recovered on erythromycin. 


Case REPORT 
A fit man aged 45 underwent partial gastrectomy for a 
chronic duodenal ulcer 48 hours after admission to hospital, 
and his bed was next to that of an old man who had devel- 
oped enteritis. “ Distaquaine ” penicillin, 300,000 units twice 


daily, and streptomycin, 0.5 g. twice daily, were given post- 
operatively for four days. On the third post-operative day 
he complained of some abdominal discomfort and pain in 
the left loin. He vomited 30 ml. of bile-stained fluid and 
a further 1,400 ml. was withdrawn on passing a Ryle tube. 
His temperature was 99° F. (37.2° C.) and his abdomen a 
little distended. Next day he felt better and his temperature 
returned to normal. 

On the fifth day he passed eight very loose and slightly 
offensive stools and complained of backache and feeling cold. 
His temperature was 99° F. (37.2° C.) and he was sweating 
profusely. There was moderate abdominal distension with 
generalized tenderness, and the pulse was 120 a minute and 
irregular, owing to auricular fibrillation. Next day his tem- 
perature was normal, pulse 100 a minute and regular, and 
blood pressure 120/85. He complained. of backache and 
pains in all the large joints, and the diarrhoea graeually 
ceased. The white blood count was 31,000, and examina- 
tion for subphrenic abscess, pelvic abscess, and pus at other 
sites was negative. On the seventh day his temperature was 
100.4° F. (38° C.) and pulse 120. Marked distension of 
the abdomen had developed, with effusions into both knees. 

Enteritis causing pyaemia was diagnosed and the abdo- 
minal distension was thought to be due to ileus. However, 
discussion led to laparotomy the same day, and this showed 
the whole of the small intestine and caecum to be distended 
and injected ; there were many enlarged mesenteric glands, 
some of which were haemorrhagic. The left knee-joint was 
aspirated and purulent fluid sent for culture. 

A course of 250 mg. of erythromycin intravenously four- 
hourly was started, changed to six-hourly after 24 hours, 
and given six-hourly orally after 48 hours. The total dose 
was 4.5 g. Bacteriological examination of the stools did not 
reveal a pathogen, the blood culture was negative, and the 
purulent fluid from the knee was sterile on culture. 

On the following day he was much improved and he 
made an uneventful recovery, the effusions in the knees dis- 
appearing in a week and the bowel action slowly returning 
to the passage of one or two normal stools a day. 


COMMENT 


The importance of this case is that the patient developed 
enteritis following partial gastrectomy, that penicillin and 
streptomycin were used post-operatively for four days, and 
that arthritis developed as a further complication. Arthritis 
as a pyaemic lesion subsequent to peritonitis is not seen ; 
enteritis causing arthritis is, however, common in the infec- 
tious fevers, and this fact made the clinical diagnosis 
possible. 

A leak at one of the anastomoses was regarded as a cause 
of the abdominal signs and symptoms, particularly in view 
of the leucocytosis of 31,000; pancreatitis was excluded by 
a serum amylase estimation, though this condition does not 
cause clinical arthritis, anyway. Arthritis may be caused by 
penicillin and streptomycin therapy, but a skin rash would 
almost certainly be present. Whilst the correct diagnosis 
was made clinically, it was not so firmly made that laparo- 
tomy was avoided. 

It was disappointing that the joint effusion was sterile and 
that we do not know what organism caused the enteritis. 
However, in view of the fact that the polyarthritis developed 
soon after the severe diarrhoea, it is reasonable to think 
that an organism resistant to penicillin and streptomycin 
produced this dangerous picture. 

J. H. SHoesmrrn, M.B, F.R.C.S., 
Resident Surgical Officer. 
H. S. T.D., M.B., B.Sc., F.R.C.S., 


Consultant Surgeon. 
St. James's Hospital, Leeds. 
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Children like it... dont 


One week’s treatment with ‘ Antepar ’ Elixir is 

usually sufficient to eradicate threadworms. A single 
dose clears roundworms from the gut. Effective 

without fasting, purging or supporting measures, 


*‘Antepar acts by paralysing the worms—they are 


then expelled by normal peristalsis. 
*Antepar ’, the original elixir of piperazine, is 
well tolerated by patients of all ages. Its pleasant 
taste is popular with children. Containing piperazine 
citrate equivalent to 500 mgm. of piperazine in 
each fluid drachm, * Antepar ’ is supplied in bottles 
Ff of 4 fl. oz. and 20 fl. oz. 


!_‘ANTEPAR’ ELIXIR 


BURROUGHS WELLCOME & CO. (tue weiicome rounpation tro.) LONDON 


Associated Houses: AUCKLAND SOMBAY SUENOS AIRES CAIRO CAPE TOWN DUBLIN KARACHI MONTREAL NEW YORK RIO DE JANEIRO SYDNEY 
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Resentment and Hostility 


The importance of the emotional background in the 
aetiology of peptic ulcer is widely recognised. Further 
confirmation is provided by the increase of gastric acidity 
shown to follow certain emotional disturbances such 

as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric 
juice is an essential condition of successful healing entirely 
fulfilled by *Aludrox’ Amphoteric Gel. 


‘ Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, 
at which level healing may proceed and the risk of alkalosis 


‘ 6 is avoided. Normal digestion is unimpaired and, in 
A L u D RO x addition, ‘ Aludrox’ provides the physical protection of a 


ALUMINIUM HYDROXIDE GEL, 8 PC 


gel barrier over the surface of the ulcer, thus ensuring 


(Wyeth) a safer environment for the reparative processes. 


John Wyeth & Brother Limited, Clifton House, Euston Koad, London, N.W.1 


Monphyto is an advance in the treatment of the more 
intractable dermatoses due to yeasts and fungi 
(dermatophytoses). The paint contains agents which 
deal effectively with both these types of vegetable 
parasites and is, therefore, useful where the clinical 
picture could be due to either dermatophyte. Rapid 
relief of symptoms occurs. The unpleasant burning, 
throbbing or itching subsides. The inflammation 
resolves and normal anatomy becomes restored. At 
the same time reinfection is prevented. 


This preparation is superior to ointments and creams 
because the effective agents are not held back in the 
oil or higher alcohol base by physical partition. The 
base of Monphyto paint is rapidly volatile. The paint 


A NEW colourless paint 


for the treatment of 


TINEA PEDIS 


CHRONIC PARONYCHIA 


The simplicity of application by the already fitted 
brush makes the paint acceptable for treatment and 
prophylaxis, and economical in use. 

INDICATIONS 

MONILIASIS (Yeasts), Chronic Paronychia,* Inter- 
trigo, Erosio interdigitalis, * See Brit. Med. J. (1955), 
2, 1623, for use of Monphyto in this condition. 
TINEA (Fungi), Tinea pedis, Tinea cruris, Tinea 
circinata, Tinea unguium. 


Active constituents per 100 ml. 


Boric Acid, B.P., 2%; Chlorbutol, B.P., 3%: Methyl 
salicylate, B.P., 18%; Salicylic Acid, B.P., 12%; 
Undecylenic Acid, B.P., 5.5%. 


is colourless, simple to apply and not messy in F 
use. It is, therefore, acceptable where MONPHYTO Prescribable under N.H.S. on Form E.C.10. 
prophylactic application is indicated. Literature on request. 


Regd. Trade Mark 


Colourless Paint for Dermatophytoses 
LABORATORIES FOR APPLIED BIOLOGY LTD., 91, Amhurst Park, London, N.16 
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Reviews 


BIOCHEMISTRY OF THE EYE 


Biochemistry of the Eye. By Antoinette fe M.A., Ph.D., 
and Ruth Van Heyningen, M.A., D.Phil. . 323+Vii; 
35s.) ” Blackwell Scentific ublications. 


The appearance of a book on the subject of the biochemistry 
of the eye is an interesting event. It supplies a need which 
should be of value to an audience wider than ophthalmo- 
logists. The eye is a comparatively small organ, and, although 
in every sense part of the body, sharing in its processes in 
health and disease, it is relatively self-contained and isolated 
and at the same time easy of access and readily explored. 
It is a perfect miniature laboratory presented to the bio- 
chemist, wherein metabolic processes can be studied with 
much greater ease than in most other organs. Moreover, 
it presents fascinating problems—the metabolism of avas- 
cular tissues such as the cornea and the lens (both very 
different); the acute effects of metabolic distortions ; and, 
of still greater interest, the slow effects of ageing—which 
have a wider than local interest. By the general biochemist 
or physiologist it is usually neglected or forgotten simply 
because it does not come into his mind. 

The biochemistry of the eye, however, has remained very 
much in the minds of some, and its problems have received 
a great deal of attention in recent years, particularly 
problems of the metabolism of the lens. The present 
volume is a useful summary of this, and the relevant in- 
formation is presented in a succinct way, though, perhaps, 
with insufficient criticism. It deals fully with the bio- 
chemistry of the normal lens and cataract, and with what is 
known of the biochemistry of the cornea, the retina, and the 
vitreous. The chemical aspects of vision are briefly described, 
and a short survey is given of the aqueous humour 
and the ocular effects of nutritional disease. Unfortunately, 
at the present time our knowledge is too fragmentary and 
disconnected to make an integrated story of the metabolism 
of any of the ocular tissues. That the body of knowledge 
of which they treat cannot be welded into a connective 
story is no fault of the authors, but the gathering of it 
together should be of no small service in stimulating further 


work on its fuller elucidation. 
Stewart Duke-ELper. 


MENTAL HYGIENE 


Mental giene in ry Health. By Paul V. Lemkau, 
M.D. edition. (Pp. 486+xiii; 60s.) New 
ne Toronto. phx, McGraw-Hill Book Company Inc. 


Community Programs for Mental Health. Edited by Ruth 
Kotinsky and Helen Witmer, with eight contributors. 
(Pp. 362+xix. 40s.) Cambridge, Mass.: Harvard University 
Press. London: Oxford University Press. 1956. 
Mental hygiene, a recent concept, has not yet been defined. 
Nevertheless, during the last 20 or 30 years, at all events 
in the United States, it has claimed more and more atten- 
tion: Professor Lemkau believes that it should be incor- 
porated in the public-health services. Out of the fullness 
of his experience he has devised methods and techniques in 
mental hygiene comparable to those in the public-health 
services. The scheme outlined in the first part of his 
book begins with the instruction of the staff of the health 
department, who in turn mould public opinion. This may be 
done in many ways: newspaper articles, radio, television, 
lectures, and discussion groups. Part II provides an excel- 
lent study of the development of the individual from con- 
ception to old age. Mental-hygiene programmes have been 
carried through in many centres in the United States. These 
make impressive reading, and if one could assume that 
theory and practice go hand in hand the work would be 
of immense importance, nationally and internationally. 


The evaluation of mental-hygiene programmes is a main 
aim in the volume edited by Ruth Kotinsky and Helen 
Witmer, which comprises a series of seven papers by workers 
in the mental health movement. The papers, though written 
six years ago, are by no means out of date. Evaluation 
of theory and practice is studied in detail, special attention 
being given to the definition of mental hygiene and the 
theoretical assumptions on which it rests. The treatment 
of individual patients is the problem of psychiatry, but 
mental hygiene faces the more intricate problems of com- 
munity mental health. The editors draw attention to the 
tendril-like reaching-out for firm ground on which research 
teams may base their theories ; for the constituents of com- 
munity mental health, it seems, are largely unknown. The 
quandary of workers meeting a community group for the 
first time is to discover how the individuals forming the 
group can be reached and their attitudes changed. With 
this comes a second unanswered question: How far do 
community influences affect the mental health of indivi- 
duals? The value of the mental-hygiene movement is not 
questioned, and it is perhaps inevitable that it has no settled 
boundaries. But it is salutary to point out that research 
workers are still hunting for facts on which to base workable 
theories. 

These two books, happily free from doctrinaire pronounce- 
ments, will be of special interest to those associated with 
the preventive aspects of industrial and social medicine. 


E. A. BENNET. 


THE BILIARY TRACT 


The Biliary Tract: With Special Reference to the Common 
Bile . By Julian A. Sterling, A -D., M.Med.Sc., 
cS. Pp (Pp. 424+ ix; 80s.) London: 

Bailtigre, and Cox. 1956. 

This book is written by an eminent American biliary surgeon 
as a practical guide to the diagnosis and treatment of 
biliary disease. It is an indication of the age of specializa- 
tion that it is concerned mainly with the common bile duct 
and that the gall-bladder and intrahepatic biliary system 
are hardly considered. The anatomy, physiology, and 
pathology of the biliary tract are carefully described, and 
then follows an account of the clinical, laboratory. and radio- 
logical changes and methods of treatment. The author has 
a clear-thinking, critical approach, and attempts to dispel 
confusion caused by the present large number of existing 
theories and treatments of biliary-tract disease by giving in 
detail his choice of the most workable methods. For in- 
stance, he remarks on the absurdity of the 60 reported 
methods of treating pancreatitis, and, referring to first prin- 
ciples, gives his own choice of treatment. Similarly, the 
section on laboratory methods is selective, and includes a 
most helpful table of normal values and of the electrolyte 
concentration in milliequivalents of commonly used paren- 
teral fluids. The radiological section stresses the importance 
of operative cholangiography, and this is beautifully illus- 
trated. I disagree, however, with the recommendation that 
cholecystography, even with the newer contrast media, 
should be used routinely in the presence of obstructive 
jaundice ; in these circumstances satisfactory films are most 
unusual. The section dealing with the medical management 
of biliary-tract disease is clear and detailed. 

This book fills a gap in medical literature and can be 
confidently recommended, particularly to the general 
surgeon. 

S. SHERLOCK. 


Medical men who take their photography seriously will find 
that the new edition of the British Journal Photographic Almanac 
maintains its usual high standards as a source of technical in- 
formation. Though this year no articles specifically on medical 
photography are included, the usual notes and tabulated data will 
be of use to professional and amateur alike. The book is pub- 
lished by Henry Greenwood at 8s. 6d 
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KEEPING UP WITH THE TIMES 


This country has built up its reputation in the world 
by virtue of its belief in the sanctity of treaties and 
contracts, and indeed in what have been known as 
“ gentlemen’s agreements.” The medical profession 
as a small part of this country was, we are sure, 
astonished to read in The Times of August 9 a lead- 
ing article aimed, it would appear, at extricating the 
present Government from the pledges given to it in 
the reports of the two Spens Committees of 1946 and 
1948. “What was unexpected,” the leading article 
states, “ was that the Government, hard-pressed to 
get the Health Service launched, should have solemnly 
promised to carry out all the proposals of the two 
mutually incompatible Spens Reports. That pledge 
has haunted Parliament ever since.” Does The Times 
wish to imply that the Government of the day re- 
garded the recommendations of the two Spens Reports 
just as bribes to get a reluctant profession into a State 
health service so that, as Mr. Bevan put it on one 
occasion, the fruit could be plucked when it was ripe? 
Who, it may be asked, regarded the proposals of the 
two Spens Reports as “ mutually incompatible ” ? 
Was it the Government of the day? If so, its spokes- 
men did not say so. Was it the medical profession, 
who would be most likely to have divergent views on 
differentials ? But the medical profession as well as 
the Government accepted the recommendations of the 
two Spens Committees. The Times states that the 
Consultant Spens Report “ contradicted this aim,” the 
aim, namely, of the G.P. Spens recommendations “ to 
induce able men to prefer general to specialist 
practice.” But this was not the view of the policy- 
making body of the B.M.A., the Representative Body. 
At the Cardiff meeting in 1953 the R.B. unanimously 
carried the following motion moved by a general prac- 
titioner': “ That this meeting is of the opinion that 
an adequate betterment factor should now be 
accorded to the consultants and specialists in con- 
formity with the intention of the Spens Report 
accepted by the Government and profession and 


! Supplement to 4 British Medical Journal, 1953, 2, 27. 
* Tbid., 1953, 2, 

* Ibid., 1951, 

4 British Medical Journal, 1944, 2, 47. 

* Supplement to the British Medical Journal, 1952, 2, 83. 
* British Medical Journal, 1946, 1, 725. 


already implemented in the case of general practi- 
tioners by the Danckwerts Award.” When the 
Representatives met in the following year at Glasgow 
it was again a general practitioner who voiced dis- 
quiet that the consultants had had to accept an award 
that was in fact not an implementation of the Spens 
recommendations, and the Representative Body 
agreed with him. In these two declarations of policy 
the R.B. thus backed to the full the view expressed 
at Cardiff in 1953 by the then chairman of the 
Central Consultants and Specialists Committee? : 
“The Spens Report not only involved adjusting re- 
muneration to the postwar value of money, but 
defined the different grades of doctors serving in the 
hospital service and their relation to each other. It 
might suit the dictates of political expediency to regard 
the report as obsolete, but that was something to 
which the representatives of the profession would 
never agree.” 

The Times considers the Spens recommendations 
as unrealistic and asks how long the pledge given 
can be “ regarded as binding on future Governments 
who have no responsibility for what their predeces- 
sors did in the wildly optimistic days of 1946 and 
1948.” This wild optimism must be a figment of the 
imagination of The Times leader writer, for the 
medical profession during that time was profoundly 
pessimistic and ever since has found it difficult even 
to be mildly optimistic over the position in which the 
medical profession now finds itself as a result of 
nationalization. Does The Times really seriously 
assert that a pledge given by one Government can be 
cynically disregarded by one of its successors? If 
the Government follows a lead thus so conveniently 
given to it the medical profession will then be justified, 
and even perhaps compelled, to review all those other 
conditions it accepted by entering the National Health 
Service in 1948. General practitioners, for example, 
finally and with much reluctance agreed to forgo 
their cherished custom of buying and selling the good- 
will of general practices. They regarded this as a 
custom which would give them some degree of free- 
dom and independence in a State-provided medical 
service. They surrendered this on compensation 
terms which with the subsequent devaluation of the 
pound have become completely unrealistic. If com- 
pensation had been paid outright at the time it would 
have been a different matter; but it was not. By 
entering the National Health Service the whole pro- 
fession agreed to the profound alteration in the re- 
lationship between patient and doctor brought about 
by the intervention of the State as a third party. 
Consultants and general practitioners treating patients 
in the Heaith Service forwent the customary practice 
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of professional men of making private arrangements 
for the payment of fees. In doing this they made it 
impossible for themselves to make those private re- 
adjustments to the prevailing economy which members 
of Mr. R. H. Turton’s profession, the Law, are still 
able to do. With much misgiving about the conse- 
quences, a misgiving which found its expression in the 
two plebiscites of 1948, they abandoned all these and 
other safeguards, because of the acceptance by the 
Government of its responsibility to see that in return 
for these sacrifices by the profession its relative 
economic position and social status would be pre- 
served. 

Of course the Government wants to agree with The 
Times, “ that the Spens reports are outmoded.” Per- 
haps the Health Service itself is outmoded. How 
outmoded in many respects was described in the 
presidential address given to the Metropolitan 
Counties Branch of the B.M.A. in July, 1951." The 
planners of medicine’ have invariably singled out 
doctors as the principal obstacle in the way of their 
administrative dreams. But the planners and the 
politicians will never admit they may be wrong. They 
blandly assume that the N.HLS. is the best medical 
service in the world. A fatuous insularity of outlook 
helps them to ignore that other countries may be bold 
enough to doubt this. The World Medical Associa- 
tion, of which the B.M.A. is one of the principal mem- 
bers, published in 1952 a valuable statement’ on 
medical services under social security which should 
act as a corrective to assumptions too easily accepted 
in this country. Quite apart from the present con- 
troversy over Spens, the time is opportune to have a 
fresh look at the various provisions of the N.HLS. in 
the light of the experience of other countries—for ex- 
ample in Sweden, Denmark, France, Australia, New 
Zealand. There are those who see that payment by 
capitation fee plus restriction of lists may lead to the 
whole-time salaried service which even a Labour 
Party spokesman* agreed would be incompatible with 
free choice of doctor. But there are other alternatives 
successfully in operation in other countries. Why do 
not our politicians have a look at the Australian 
pharmaceutical scheme, or at the same realistic ap- 
proach of other countries to this problem? Are they 
really blind to the undermining of individual respon- 
sibility that is always inseparable from any public 
system of giving something for (apparently) nothing ? 
The old virtues of thrift, initiative, independence, 
personal responsibility for decision and action, are 
now in the discard, and rival political parties 
feverishly search for methods of bribing the voter, and 
do not hesitate to use Medicine in this unholy game. 
The professional classes as a whole are being squeezed 
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out of decent existence in the process, as numerous 
articles in the national press have shown during the 
past year or so. And it is not only their economic posi- 
tion which is at stake, but a way of life that with all its 
faults was a powerful force for good in the country. 
By standing up for its rights the medical profession 
will be doing something more than an act of en- 
lightened self-interest ; it must do it pour encourager 
les autres. We must learn the lesson with which 
The Times concluded a leading article on Suez early 
this month, when it quoted F. S. Oliver thus: “Ifa 
country will not stand up for its rights, it will surely 
lose them. The spirit of giving in is the most fatal 
disease to which nations are subject, and it is apt to 
attack them, like a cancer, when they have arrived at 
the meridian.” A country, it might have been added, 
will be able to do this only so long as the individuals 
in it live up to this sturdy doctrine. 


ATTENUATED POLIOMYELITIS VIRUSES 


Prevention of poliomyelitis presents many problems. 
One of the most prominent at the present time, 
especially in countries where mass immunization 
is being carried out, is to know how long 
the protective effect of a formalized vaccine will 
last. Whatever may be the mechanism for persistence 
of antibody in poliomyelitis, there can be no doubt 
that its presence following natural clinical and sub- 
clinical infection is directly concerned in the preven- 
tion of subsequent infection’of the nervous system. 
J. E. Salk has shown that antibody levels, comparable 
to those encountered in the natural disease, can be 
produced with a formalized vaccine, provided the 
vaccine itself is potent and the injections are correctly 
spaced.*~* In his opinion there also exists a hyper- 
reactive state, which results in an accelerated anti- 
body response on subsequent injection of vaccine. 
What is not clear at present is whether the same type 
of booster response will follow natural reinfection. 
If it does the outlook is encouraging. A. B. Sabin, 
on the other hand, failed to demonsfrate an acceler- 
ated response in a small number of human volunteers 
with minimal antibody levels given attenuated viruses 
by mouth.* This is but one of many problems wait- 
ing to be clarified. In the meantime research on the 
development of modified strains of poliomyelitis 
continues. 


1 Salk, J. E., Amer. J. ve. Hith, 1955, 45, 285. 
*—— J. Amer. med. Ass., 1955, 158, 1239. 


5 Cox, H. R., “British Medical Journal, 1954, 2, 299. 
* Sabin, A. B., ibid., 1955, 2, 160. 
7 Koprowski, H., in Wid Hith Org. oe Ser., No. 26, p. 
* — Jervis, G. A , and Norton, T. W., Amer. J. Hyg. isan 85, 108, 
British Journal, "~~ 1, 284. 
mer. med. Ass., 1956, 160, 954. 
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“Though there are important differences in the 
method of attenuation they are all based on the same 
principle, which is to produce an asymptomatic 
infection of the alimentary tract with the sub- 
sequent formation of antibody.°’ Four years ago 
H. Koprowski and his associates made a preliminary 
report on the effect of feeding an attenuated type 2 
virus (T.N. strain) to a number of young children.* 
All remained well, and alimentary infection, with 
formation of antibody, resulted. Since then the work 
has developed in many directions. Two strains have 
now been modified by serial passage in small rodents, 
a type | (S.M.) strain and an even more attenuated 
type 2 (T.N.) strain.’ Both have the same general 
properties of greatly reduced virulence for the nervous 
system and are immunogenic when given by mouth’ 
No attenuated type 3 strain of this type is yet avail- 
able. In a recent paper Koprowski and his colleagues 
report on further clinical investigations with these 
two attenuated strains, in which much of their experi- 
ence of the last five years is summarized. The trial 
was carried out in a State institution for mentally 
defective children. Special arrangements were made 
for clinical observation, organization of medical and 
nursing stafis, isolation, and detailed laboratory in- 
vestigations. The type | (S.M.) strain was given ina 
gelatin capsule and the type 2 in a milk-shake. In 
accordance with the actual amount of virus present, 
the type | regularly produced alimentary infection and 
neutralizing antibody. With the type 2 strain alimen- 
tary infection was sporadic, but antibody developed, 
though not quite as promptly as with type 1. As to 
contagiousness, the type 2 stzain is almost non- 
contagious, since it appears only sporadically in the 
faeces. Special arrangements were made to deter- 
mine the contagiousness of the type 1 strain by expos- 
ing non-immune subjects to conditions of very close 
contact and to conditions which might prevail in an 
ordinary hospital ward. Five out of 15 contacts 
became alimentary carriers of type 1 virus, but the 
social behaviour of some of those participating was 
far from normal, and was conducive to transmission 
of infection by the faecal-oral routes. On the other 
hand, 7 out of 9 nurses, who at the start of the trial 
had no antibody to type 1, still had no antibody 
several months later. 

Dr. Koprowski and his co-workers had earlier shown 
that, if both type 1 and type 2 strains were fed together, 
virus “interference” resulted, which usually meant 
that the type 1 got the upper hand unless a much 
larger dose of type 2 was given. Their recent find- 
ings suggest that this can be overcome by feeding the 
type 2 virus several weeks after the type 1. They 
were also able to show that immune serum globulin 
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given simultaneously with virus did not prevent 
alimentary infection, the duration of the intestinal 
carrier state, or the development of antibody. This 
is an important observation, for it has been suggested 
that previous immunization with a formalized vaccine 
might, by virtue of the antibody present, nullify the 
subsequent use of an attenuated vaccine, should that 
be necessary. It also indicates that it may be possible 
in future to immunize children under cover of 
maternal antibody or gamma globulin." In spite of 
the many difficulties encountered in this type of work 
great progress has been made since the original report 
four years ago." But as an alternative method of 
immunization this work is still unquestionably in the 
experimental stage. In the present state of our know- 
ledge a vaccine to afford complete protection should 
contain all three immunological types of virus, and 
special problems of its safety arise on which much 
more information is needed. So far as they go these 
results are encouraging and present yet another step 
“in an attempt to transfer results obtained in the 
laboratory to actual field observations.”* 


PULMONARY EMBOLISM BY AMNIOTIC 
FLUID 


Although pulmonary embolism due to amniotic fluid 
was first described in 1941 as a possible cause of shock 
in obstetrics," published accounts of the condition 
were still very few some ten years later when this 
entity was discussed in these columns.* In what is 
apparently only the fourth report of this condition in 
British journals, H. D. Attwood has recently described 
a fatal case.* The clinical picture was typical in that 
the victim was an elderly multipara in strong labour, 
with the symptoms beginning soon after rupture of 
the membranes disclosed meconium-stained liquor. 
However, the infusion of liquor amnii into the 
maternal circulation may begin before there is clinical 
evidence of rupture of the membranes, and excep- 
tionally the symptoms precede the onset of labour 
or, less uncommonly, follow its conclusion. In 
Attwood’s case there followed in rapid succession 
profound shock, unconsciousness, dyspnoea, and 
cyanosis, and the patient died within five minutes. 
Necropsy showed an asphyxial type of cyanosis and 
a greatly dilated right heart. The characteristic 
histological findings are shown with uncommon 
clarity in accompanying photomicrographs. In the 
Seiner, B.. and Lushbaagh, C. C.J. Amer. med. Ass., 1941, 117, 1248. 
« and in, Pak J. Obstet. Gynec. 1947, 64, 1038. 

* Stallworthy, J., in British Obstetric Practice, ed. E. Holland, 1955, London. 
* Reid, D-E., Weiner, A. E., and Roby, C. C., Amer. J. Obstet. Gynec., 1953, 
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pulmonary arteries and arterioles and alveolar 
capillaries can be seen epithelial squames, mucin with 
enmeshed polymorphs, fat, lanugo hairs, and bile. 
Squames and mucin are also present in the uterine 
venous sinuses and in the glomerular and peritubular 
capillaries of the kidneys. Several strands of mucin 
with related polymorphs are seen in a cerebral 
capillary and one squame in a capillary deep in the 
myocardium. 

The emboli thus consist of the particulate matter 
of amniotic fluid and meconium, and indeed P. E. 
Steiner and C. C. Lushbaugh' produced similar 
clinical and pathological signs in dogs and 
rabbits by the intravenous injection of unfiltered 
liquor and meconium ; the injection of filtered liquor 
was without effect. Attwood was unable in his case 
to demonstrate the possible site of entry of the liquor 
into the maternal circulation, but in every case some 
abnormal communication must presumably exist 
through which the liquor is forced by the strong 
uterine contractions while the foetal head plugs the 
outlet. Indeed, in more than half of the previously 
reported cases obvious tears into the myometrium 
from the interior of the uterus or gross lesions at the 
placental site were found. This high incidence of 
associated pathological conditions, notably intrapar- 
tum haemorrhage and uterine rupture, is an important 
factor in the high mortality rate. Non-fatal forms of 
the disease have been recognized clinically,** but 
probably in most cases with survival the diagnosis 
of amniotic embolism is either not suspected or not 
proved. The frequent accompaniment of haemor- 
rhage, especially when death was not immediate, led 
D. E. Reid and his colleagues* to suggest that the 
infusion of amniotic fluid into the maternal circulation 
might produce intravascular clotting and subsequent 
defibrination of the maternal blood, with consequent 
haemorrhage from the genital tract. However, C. L. 
Schneider’ concludes that, important as fibrin 
deposits causing pulmonary vascular occlusions may 
be in severe accidental haemorrhage, there is not yet 
any evidence that coagulation of fibrin contributes 
much to the circulatory embarrassment of amniotic 
embolism. He regards it as unnecessary to postulate 
that the process of circulatory obstruction after 
amniotic infusion is one of intravascular coagulation, 
because the widely disseminated pulmonary embolism 
of amniotic debris provides an adequate cause. 
Attwood confirmed in his case the enormous extent 
of the plugging of the maternal pulmonary vessels ; 
and he believes that the use of special staining 
methods such as he used may show that the propor- 
tion of deaths in labour due to the infusion of liquor 


amnii is higher than present figures suggest. When 
the pathogenesis is considered, it is not surprising that 
this particular complication of labour does occur ; 
rather is it surprising that it apparently occurs so 
infrequently, especially at a time when pitocin is 
widely, if not always wisely, given to enhance uterine 
contractions. 

Since clinical recognition is far from easy and the 
frequency of immediate death high, the likelihood of 
being able to give specific treatment is small. How- 
ever, when amniotic embolism is suspected—and 
especially when shock in labour is accompanied by 
cynanosis—the administration of oxygen is indicated, 
and Attwood suggests that the application of venous 
tourniquets would lessen the strain on the right 
ventricle. If the patient survives the immediate threat 
to life, the possibility of hypofibrinogenaemia must be 
borne in miad and tested for by a simple technique 
such as that described by J. S. Scott.* 


CRYOGLOBULINAEMIA AND 
MACROGLOBULINAEMIA 


In 1933 M. M. Wintrobe and M. V. Buell’ described, from 
a case of multiple myeloma, the presence in the serum of 
a protein which precipitated on cooling. Some twenty 
reports on the presence of such proteins in multiple 
myelomatosis have appeared since. C. G. Holmberg 
and A. Gronwall* found them in a patient with rheuma- 
toid arthritis, and D. H. Atlas and his colleagues* in 
liver disease. E. Wertheimer and his colleagues* * found 
cold-precipitable protein in kala-azar, bacterial endo- 
carditis, malaria, chronic nephritis, and periarteritis 
nodosa. A. B. Lerner and C. J. Watson* in 1947 coined 
the term cryoglobulinaemia for all those conditions in 
which cold-precipitable proteins are found (xpvé¢ 
meaning cold). At that time they reviewed fourteen 
earlier reports on the subject, and some twenty-five have 
appeared since. Though one case has recently been 
described in which cryoglobulinaemia and a high titre 
for cold agglutinins were associated,’ the two are 
usually not found together. Cold agglutinins are found 
in virus pneumonia, mumps, infectious mononucleosis, 
tropical eosinophilia, and trypanosomiasis. Cryoglo- 
bulinaemia, on the other hand, is often seen in bacterial 
endocarditis, multiple myeloma, chronic lymphatic 
1 Wintrobe, M. M., and Buell, M. V., Bull. Johns Hopk. 1933, se, 136. 
* Holmberg. C: G., and Gronwall, A., Hoppe-Seyl. phystol. Chem 
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leukaemia, and polyarteritis nodosa; it can also be 
found sometimes in cases of coronary disease, asthma, 
urticaria, gout, malaria, and brucellosis. There have 
been three cases in which extensive investigation before 
and after death failed to reveal an underlying cause ; 
these conditions were named “essential” cryoglo- 
bulinaemia by Volpé and his colleagues.* Biochemical 
examination of the serum shows that the cryoglobulin 
moves with the gamma globulin fraction on electro- 
phoresis ; gamma globulin increases in accordance with 
the degree of the cryoglobulinaemia. On exposure to 
cold the protein may be deposited intravascularly. 
Gelatinous material may be seen in the retinal vessels 
in vivo and has been demonstrated in other vessels post 
mortem. Partial occlusion of blood vessels with viscous 
protein may lead to stasis, and this may give rise to a 
variety of conditions ranging from simple urticaria with 
subsequent purpura to a fully developed Raynaud's 
syndrome, even with subsequent necrosis and gangrenous 
ulceration. Cryoglobulinaemia is worth bearing in mind 
when a patient is unduly sensitive to cold. An un- 
expected reddening of an area exposed to draught is 
often the first indication of the state. 

It has generally been held that not much could be 
done for the patient apart from treating the conditions 
which may be associated with cryoglobulinaemia. The 
only effective measure was care in avoiding exposure to 
cooling, since this would prevent any further damage 
due to occlusion of vessels by sludges of viscous 
cryoglobulin. But Volpé and his collaborators have 
suggested that tissue reaction may be a factor in the 
pathogenesis of the lesions. The patient’s own precipitat- 
ing cryoglobulins might act as a foreign protein, 
stimulating a tissue response with associated rigors and 
fever, and resulting in purpura. In support of this 
thesis they report favourable results of treatment with 
A.C.T.H., without significant decrease in the concentra- 
tion of the cryoglobulin. On the other hand, Z. T. 
Wirtschaftler and colleagues® treated a patient with 
cortisone and found that the cryoglobulin§ dis- 
appeared from the plasma and that the patient no 
longer reacted abnormally to cold. The possible 
therapeutic role of A.C.T.H. and cortisone in cryoglo- 
bulinaemia will clearly have to be more widely explored. 

Another pathological “ globulinaemia ” is a condition 
in which part of the globulin fraction consists of very 
large molecules. J. Waldenstrém, the first to describe 
it, in 1944, named it macroglobulinaemia’® and a case 
is reported at p. 402 of the Journal this week by 
Drs. D. G. Ferriman and A. B. Anderson. The 
first indication in the laboratory may be a raised 
erythrocyte sedimentation rate, but the large molecular 
weight of the protein can be identified only by ultra- 
centrifugation. Unlike the cryoglobulins, which on 
electrophoresis are found in the gamma globulin fraction, 
the macroglobulins move on electrophoresis with the 
beta globulins, or between the beta and the gamma 
globulins. Patients with Waldenstrém’'s macroglobulin- 
aemia suffer from lassitude, shortness of breath, and 
bleeding mucous membranes. The liver is usually enlarged 
and the lymph nodes painlessly swollen. Often, though 
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not invariably, numerous lymphocyte-like cells are found 
in the bone marrow. Ferriman and Anderson’s patient 
presented with a history of deteriorating vision for two 
years, due to an unusual type of retinitis. Waldenstrém’s 
patient had a low concentration of fibrinogen, and it is 
likely that the macroglobulins interfere with the forma- 
tion of fibrin itself. H. Braunsteiner and colleagues’’ 
have shown by means of electron microscopy that the 
formation of pseudopodia and the adhesiveness of plate- 
lets are inhibited. Adsorption of coagulation factors on 
the macroglobulins may further increase the tendency 
to bleeding. 

Macroglobulinaemia has to be distinguished from 
purpura hyperglobulinaemia, another condition 
described by Waldenstrém.'* Purpura hyperglobulin- 
aemia is associated with a hypergammaglobulinaemia, 
and in addition to the difference in the electrophoretic 
pattern there is no increase in molecular weight in this 
condition. Electrophoretically myelomatosis cannot be 
differentiated from macroglobulinaemia ; the only way 
to arrive at a definite diagnosis (in the absence of a 
clear-cut clinical picture) is to test the serum for 
macromolecules by ultracentrifugation. I. R. Mackay 
and colleagues'® have pointed out that it appears prob- 
able that many atypical cases of lymphosarcoma and 
lymphatic leukaemia may in fact be cases of macro- 
globulinaemia. In all three are found infiltration of 
bone marrow and lymph nodes with small atypical 
lymphocytes, as well as lymphadenopathy and hepato- 
splenomegaly. 


SPREAD OF BACILLARY DYSENTERY 


Although the unprecedented numbers of notifications of 
Sonne dysentery in recent years are attributable in part 
to improved diagnostic facilities, this infection seems 
now to be unduly widespread, particularly in primary 
schools and nurseries. Dr. R. Irene Hutchinson, of the 
Public Health Laboratory, Southampton, has made an 
extensive study of the distribution of the organism in 
infected environments which goes far to explain how the 
infection may be spread.’ Of many possible contami- 
nated objects cultivated in homes or institutions where 
cases were occurring, water-closet seats, floor dust 
collected near them, and bedding and toys used by cases 
yielded the only positive results, and attention was con- 
centrated on the first of these. Dye tests showed that 
the seat was splashed by flushing, and the organism 
could be cultivated from the seat after a liquid infected 
stool had been flushed away, although not after the dis- 
posal of smaller quantities of solid faeces. This finding, 
though the author does not say so, seems to invite an 
inquiry into the design of water closets with a view to 
preventing contamination of the seat. Observation was 
then kept on small children using water closets : 17 out 
of 37 “handled the seat with one or both hands while 
settling themselves upon it,” and 6 of the 17 “then 
handled the face and mouth... or sucked their 
fingers." Though they all washed after leaving the closet, 
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transmission could already have occurred. The survival 
of Sh. sonnei outside the body, on water-closet seats and 
under other conditions, was also studied and found to 
be favoured, as would be expected, by poor illumination, 
low temperature, and high humidity. That these are just 
the conditions which exist in the average water closet 
was verified by observations of temperature and 
humidity in several of them. 

It was also shown—not for the first time—that faecal 
bacteria readily pass through two layers of toilet paper : 
these experiments were done with five different makes, 
two containing disinfectants. Two questions therefore 
arise : Has anyone ever shown that the incorporation of 
a disinfectant in toilet paper has any hygienic value, and, 
Is it beyond the wit of man to devise a material for this 
purpose which is not freely permeable by bacteria? The 
finding of Sh. sonnei on children’s hands is presumably 
thought to be explicable mainly in this way. The results 
of such tests were somewhat erratic. At a primary 
school and three day nurseries where outbreaks were in 
progress the numbers of positives were 2/118, 0/25, 0/50, 
and 17/35. These swabs were taken after the children 
“had visited the toilet for the purpose of micturition 
and before hand washing”; the results for boys and 
girls are not separately stated. It was also found that 
Sh. sonnei applied as a broth culture will survive on the 
fingers for three hours. 

Unfortunately preventive measures based on these 
findings do not readily suggest themselves. That water 
closets should be in “a brightly lighted, warm and sunny 
position” is a counsel of perfection, and if it reduced 
the survival of Sh. sonnei on the closet seat from 17 days 
to as many hours the risk would still be there. It is an 
interesting thought that the most primitive provision for 
defaecation, such as squatting over a hole above a pit, 
would obviate a hazard now shown to be involved in the 
use of a civilized appliance, although admittedly primi- 
tive methods of sewage disposal have other and some- 
times graver drawbacks. 


RADIOLOGICAL PROTECTION 
The public has heard or read many official and semi- 
official statements on radiation hazards and protective 
measures during recent months. But the report of the 
International Commission on Radiological Protection is 
in a special category inasmuch as this committee of 
experts has had the subject under review for almost 
thirty years, and its membership has always been drawn 
from many nations. Reporting last week to the 8th 
International Congress of Radiology meeting in Mexico 
City, the Commission made no drastic changes in its 
recommendations about permissible levels for occupa- 
tional exposure, but some ambiguities were removed and 
new detailed recommendations made on specific matters. 
Sir Ernest Rock Carling comments on the report in our 
correspondence columns this week (p. 416). In the Com- 
mission’s last report! there was a recommendation that 
“ in the case of the prolonged exposure of a large popula- 
tion the maximum permissible levels should be reduced 
by a factor of 10 below those accepted for occupational 


exposure.” In some quarters this was taken to mean 
that the whole population could safely be subjected to 
one-tenth of the level permitted for occupational ex- 
posure. The Commission denies this interpretation and 
states that the recommendation was, and is, intended to 
ensure that if large numbers of people live near a nuclear 
energy establishment it shall not be considered safe to 
expose them to the same dose as may be received by the 
smaller number who actually work in the establishment. 
This safety factor was presumably introduced on genetic 
grounds, and the Commission has now recognized its 
responsibility to assess the larger genetic hazard which 
could arise from the exposure of the whole population 
as a result of widespread use of nuclear energy as a 
source of power. It promises a quicker study of this 
problem and in the meantime holds that it would be 
“prudent to limit the dose of radiation received by 
gametes from all sources additional to the natural back- 
ground to an amount of the order of the natural back- 
ground in presently inhabited regions of the earth.” The 
recent M.R.C. report on radiation hazards? estimated 
that in Britain the average dose to the gonads from 
diagnostic radiology alone was 22% of the natural back- 
ground dose, and the corresponding American report’ 
estimated that the diagnostic dose in the U.S.A. was 
about equal to the natural background dost. These 
figures emphasize again the narrow margin between 
present practice and present estimates of the “safe” 
genetic dose. 

The committee considering very high energy x rays 
and heavy particles has this year supplemented its recom- 
mendations with a number of practical appendices on the 
properties of high-energy radiations, their attenuation 
in different materials, and the danger from secondary 
neutrons and protons when very high energy rays are 
used. In view of the increasing number of research 
institutions where cyclotrons or other high-energy 
accelerators are in use, the I.C.R.P. has wisely given 
thought to the problems of induced activities and stray 
radiations from such machines. When the Commission's 
last report was published in 1955 the committee on the 
handling of radioactive isotopes and the disposal of 
radioactive waste had not yet reported. This committee 
has now issued a long report touching on all aspects of 
these two subjects. It emphasizes the need for continu- 
ing study of the many problems entailed in large-scale 
disposal of waste and promises more detailed considera- 
tion of this topic in subsequent reports. 

It is good that the traditions of caution and of inter- 
national co-operation between experts without govern- 
mental interference, which were built up by the I.C.R.P. 
long before the subject of radiological protection had 
assumed any political significance, are still being main- 
tained so well, and its recommendations should be 
given the greatest weight. The Commission has been 
recognized by W.H.O. as a non-governmental organiza- 
tion, and it is to be hoped that this link will facilitate the 
work of the Commission and make it more widely known 
without restricting its freedom in any way. 


i Brit. J. Radiol., 1955, 1. No.6. See British Medical Journal, 1955, 2, 370. 
® British Medical Journal, 1956, 1, 1418. 
* Ibid., 1956, 1, 1482. 
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FIRST INTERNATIONAL CONGRESS 
OF HUMAN GENETICS 


[From SpeciaL CORRESPONDENTS] 


For many years students of human genetics have played an 
active part at the International Genetics Congresses. Now 
for various reasons it has become desirable that a congress 
of purely human genetics should take place. The interest of 
medical men in genetics has been increasing with the devel- 
opment of genetic clinics to which doctors may refer their 
patients ; in addition, great strides have been made in the 
development of serological genetics. Much anxiety is felt 
too about the genetic effects of nuclear energy, even when 
put to peaceful use. The obvious country for the first 
meeting was Denmark, which, under the inspiring leadership 
of Professor Tace Kemp, is genetically the most thoroughly 
investigated country in Europe. Thus during August 1-6 
the First International Congress of Human Genetics was 
held at Copenhagen. Over 250 papers, demonstrations, or 
films were given there, and it is only possible to report 
those that were novel or of general interest. 


Radiation and Mutation 


The possible effect of radiation in increasing human muta- 
tion has been fully evaluated recently in the Medical Re- 
search Council’s report on The Hazards to Man of Nuclear 
and Allied Radiations and the report of the National 
Academy of Sciences from the U.S.A.’ Accordingly there 
was little gore to be said on this apart from additional 
information given at the Congress by Professor J. V. Nee, 
of Ann Arbor, U.S.A. He reported that the apparent altera- 
tion in the sex ratio of children born to irradiated mothers, 
earlier reported, no longer existed now that additional child- 
ren had been brought into the series. There were, in fact, 
now no clear indications that radiation of parents had 
affected their later-born children except in the few cases 
where the mother was already pregnant at the time of the 
exposure. 

There was considerable discussion on the amount of dele- 
terious mutations already current in human populations and 
the effect on this load of, for example, doubling the mutation 
rate. There were here two contrasting viewpoints. Professor 
H. J. Mutrer, of Bloomington, U.S.A., argued that the 
load was already very considerable and would be propor- 
tionately increased by any increase in mutation rate. In 
human beings, he said, a number of different lines of reason- 
ing suggested that the average mutation rate per gene locus 
was about 1/100,000 and that the total mutation rate at all 
gene loci was of the order of 1/10. Accordingly the chance 
that a newly conceived child would receive a fresh mutation 
was about 1/5. Nearly all mutations, he suggested, were 
partially “dominant” and they exerted some effect in the 
heterozygote—that is, when present on only one member 
of a chromosome pair with a normal corresponding gene on 
the paired chromosome. This meant that to balance the 
new mutations constantly arising in each generation it was 
necessary that about one individual in five should suffer 
a genetically determined death. Only a minority of this 
elimination could occur, he thought, from intrauterine death. 
Clearly, then, a doubling of the mutation rate would be a 
most serious matter. 

Professor L. S. Penrose, of London, thought that current 
estimates of mutation rates were all rather high ; that with 
dominant mutations, for example, what appeared to be a 
single pathological entity was often caused by several 
alternative mutant genes, each individual gene having a 
mutation rate several lower than that required if all cases 
were due to mutation at the same gene locus. More 
important, he considered that many genes which caused 
serious diseases in the homozygous state—that is, when 
present on both members of a chromosome pair—had been 
kept relatively common by a selective advantage of the 
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gene in the heterozygote. This selective advantage might 
occur only in certain environmental circumstances ; for 
example, some high frequencies of deleterious mutations in 
the population to-day might be there because of advantage 
in relation to major epidemic diseases now eliminated. In 
this situation a doubling of the mutation rate would have 
little effect on the frequency in the population of a dele- 
terious mutation. The selective advantage of the hetero- 
zygote had brought the frequency of the disorder present 
in the homozygotes much above the level which would be 
maintained by the mutation rate alone. It was possible, 
he thought, that an alteration in environmental circum- 
stances—for example, the elimination of a serious infectious 
disease—might reduce the frequency of some genetic dis- 
orders in spite of a rise in the mutation rate for the genes 
responsible. 

Dr. T. C. Carter, of Harwell, England, made the point 
that, since there were a considerable number of genes which 
were undoubtedly disadvantageous in the heterozygous state 
and under almost any conceivable circumstances, an increase 
in mutation rate was undesirable. 


Cousin Marriage 


One way of estimating the frequency in the population of 
deleterious genes which are recessive—that is, genes that 
are readily detectable only when homozygous—is to study 
the offspring of cousin marriages. If a man marries a first 
cousin there is a 1/8 chance that she will carry any parti- 
cular genetic factor he has himself, and so with rare genes 
the risk is much increased that a child will receive the 
same abnormal recessive gene from each parent. No large- 
scale studies of cousin marriages are yet available. Professor 
J. A. BédéK, of Uppsala, Sweden, reported an interesting 
small-scale, but thorough, study of all first-cousin marriages 
in an isolated area of Northern Sweden. There were 34 
such unions, with 218 live-born children, and their experi- 
ence was compared with a similar number of random control 
families. The fertility of the parents and the number of 
abortions and stillbirths in the cousin marriages was much 
the same as in those of the controls. But more intellectually 
defective children were found in the offspring of the cousin 
marriages, and Professor Béék calculated that the total risk 
of hereditary disorder to children of these marriages was as 
high as 16%, as compared with 4% in the control marriages. 
He estimated tentatively that the average individual in this 
area was heterozygous for three recessive genes which would 
cause major illness in homozygotes and that in the whole 
district there were from 150 to 450 such deleterious recessive 
genes current in the population. 

Others present reported cousin marriage studies contem- 
plated or already begun—for example, Professor A. C. 
STEVENSON, of Belfast, and Dr. J. Monr, of Oslo. Much 
the biggest, however, will be that in Japan, where a very 
large number of cousin marriages have been ascertained in 
the Hiroshima and Nagasaki surveys. 

Another use of cousin marriages was illustrated by Dr. 
Evior Stater, of London. The investigator starting with 
a series of individuals who have a rare recessively determined 
disorder finds that a considerable proportion are the children 
of parents who were cousins or otherwise blood relations. 
Dr. Slater reported a study of 242 patients with psychotic 
illnesses whose parents were related and 242 controls with 
psychotic illness whose parents were not related. The one 
type of mental illness significantly more frequent in the 
first group was schizophrenia, and Dr. Slater showed that 
one might tentatively estimate that if a single recessive gene 
was responsible for this excess in the group of cousin 
marriages it would account for about one-fifth of all cases 


of schizophrenia. 
Twinning 
Twins have been important in the study of human genetics 
since Francis Galton first pointed out in the last century 
that twins were of two types, now called “ identical” and 
“ fraternal,” or better “ monozygous ” and “ dizygous.” Pro- 
fessor P. J. WAARDENBURG, of Leyden, Holland, and Dr. 
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N. F. Wacker, of Toronto, outlined the development since 
then of the methods available for distinguishing the two 
types of twins. Over 25 years ago it was established that 
by no means all monozygous twins were monochorionic ; 
they might have entirely distinct placentas and membranes. 
The methods now used were mainly blood-group determina- 
tion and analysis of finger-prints. Dr. WaLker stressed 
the value of the recent discovery by Smithies of the hapto- 
globulins in blood plasma and the demonstration by 
Smithies and herself that there were three types simply 
inherited on the basis of two allelomorphic genes, the hetero- 
zygotes being distinguishable from either homozygote. The 
addition of these plasma types to the blood groups based on 
red-cell antigens meant that 94% of dizygous twins could 
be distinguished by sex and blood alone. Professor 
WAARDENBURG noted that inter-pair differences between 
monozygous twins gave an idea of the range within which 
a given genetic constitution might be modified by the en- 
vironment. The comparison of the degree of resemblance 
of monozygous and dizygous pairs was useful in estimating 
the role of heredity in determining conditions which were 
difficult to study by the family method—for example, senile 
conditions—but, he added, the shortcomings.of the method 
must constantly be borne in mind. 

A number of speakers described important twin studies 
now being contemplated or already under way. Notable 
among these is a scheme in Denmark to ascertain every 
twin born between 1870 and 1910. Some preliminary 
reports of this Danish study were given. The importance 
of complete ascertainment in this way was well illustrated 
in a paper from Dr. B. Smmonps, of London, showing how in 
her own survey the apparent resemblance of twin pairs for 
pulmonary tuberculosis was much affected by the way in 
which, and the completeness with which, the twins were 
ascertained. 

Detection of the Carrier 


Genetic analysis and the reliability of genetic advice to 
parents who are referred by their general practitioners to 
genetic counselling clinics is made much simpler when it is 
possible to pick out the carriers of the gene. These carriers 
may be heterozygotes for recessive genes or, in the case 
of women, for sex-linked recessive genes. Dr. D. Y. Hsia, 
of Harvard, U.S.A., reported that the heterozygotes for the 
recessive gene responsible for phenylpyruvic amentia could 
be distinguished by a high plasma level of phenylalanine 
following a test dose of 0.1 g. per kg. body weight, though 
there might be overlap in individual cases. Dr. C. O. 
CaRTER and Dr. M. J. Smmpxiss, of London, reported that 
women heterozygous for the sex-linked recessive gene for 
nephrogenic diabetes insipidus could be distinguished in 
most instances by a simple urine concentration test. Carriers 
may also be those with a dominant gene who are them- 
selves apparently unaffected. Professor A. Copounis, of 
Athens, reported that some individuals possessing the 
dominant gene responsible for hereditary methaemoglobin- 
aemic cyanosis had readily detectable methaemoglobinaemia, 
although the amount was below the level which produces 
clinical cyanosis. 


Antenatal Sexing and Blood Grouping 
Dr. F. Fucus and his co-workers, of Hellerup, Denmark, 
gave an account of sexing the human foetus as early as 
the fourth month from amniotic fluid cells, and of the 
determination of the ABO group of the foetus late in preg- 
nancy. Dr. L. Sacus and his co-workers, of Jerusalem, 
gave a similar account of the possibility of early antenatal 


sexing. 
Man’s Chromosome Number 

Man’s chromosome number of 48 has gone unchallenged 
for more than 20 years, but Dr. J. H. Tno, from Spain, had 
a demonstration of slides prepared from tissue culture of 
cells from three-months human embryos showing that the 
true number was 46.2. Dr. C. E. Forp and Dr. J. L. HAMeR- 
Ton, of Harwell, England, showed photomicrographs of cells 


from three human testes confirming that the true number 
was 46, and estimating that the total length of the human 
chromosomes was 27 morgan units, half as long again as 
those of the mouse. 

Specialist sessions were held on internal medicine, neuro- 
logy, ophthalmology, psychiatry, and odontology. The part 
played by genetic factors in the first three specialties is well 
known, but two excellent papers in the dental section, by 
Dr. C. J. Wrrxor, of Bethesda, U.S.A., and Dr. C. ScHuLzER, 
of Géttingen, Germany, were noteworthy for putting genetic 
studies for the first time firmly on the map in this specialty. 

Recent research on abnormal haemoglobins was described 
by two British workers, Dr. H. LEHMANN (London) and Dr. 
A. C. ALuison (Oxford). 


Blood Groups and Disease 


The section entitled “ Population Genetics—Anthropo- 
logy—Blood Groups” accounted for about one-third of all 
the papers presented at the congress, and a great majority 
of these, about 28 papers, dealt with some aspect of the 
blood groups—clear evidence of the vitality of research in 
this field. A subject which was almost for the first time 
introduced on an international platform was the relation be- 
tween blood groups and the incidence of various diseases. 
The outstanding previous paper which initiated the present 
rapid development of the subject was that of I. Aird, H. H. 
Bentall, and J. A. Fraser Roberts,” who early in 1953 
showed a highly significant excess of group A subjects 
among sufferers from carcinoma of the stomach. At this 
congress the introductory paper was given by Sir RONALD 
FisHer (Great Britain), who showed how a new science 
was being created by the coming together of demography, 
biometry, and physical anthropology under the aegis of the 
blood groups. One among many stimulating ideas put for- 
ward was that of evolutionary modification of blood group 
frequencies under environmental influences. This was taken 
up by Dr. A. E. Mourant (Great Britain), who showed 
that the present distribution of the ABO groups was such 
as to suggest that it was the effect of such influences ; he 
stated that the recently observed disturbances of frequencies 
of the ABO groups among sufferers from certain diseases 
showed that the environment was indeed favouring the sur- 
vival of certain groups at the expense of the others. Dr. J. A. 
FRASER Roperts (Great Britain) summarized the knowledge 
won in the last three years on altered ABO blood group 
frequencies in carcinoma of the stomach, duodenal and 
gastric ulcer, and diabetes mellitus, while the frequencies 
were essentially unaltered in several other diseases. 

In a subsequent session it was a striking experience to 
hear speaker after speaker bring forward either new cor- 
relations between blood groups in disease or important con- 
firmations from one country of correlations previously 
observed in another. Such confirmations are important, 
since they tend to show that the correlations observed are 
direct rather than accidental by-products of stratification 
of the population of a particular country. Mr. H. H. 
BeNTALL (Great Britain) reported a collaborative jnvestiga- 
tion which for the first time demonstrated unmistakably the 
previously suspected excess of group A persons among 
patients with pernicious anaemia. Dr. J. A. BUCKWALTER 
(U.S.A.) showed that in Iowa the trends in gastric and duo- 
denal uicer and in gastric carcinoma are similar to those 
found in Great Britain. Dr. C. A. Clarke (Great Britain), 
in collaboration with Dr. P. M. SHEPHERD, showed that the 
association in the general population between Group A 
and duodenal ulcer did not extend to sibships (that is, sib- 
ships including persons with and without ulcers—some 
siblings being of group A and others of group O). Possible 
explanations are that the population is indeed stratified, or 
that the ulcer diathesis depends not directly on the patient's 
own blood group but on that of his or her mother. Dr. 
R. B. McConnett (Great Britain), again with the collabora- 
tion of Dr. SHepHERD, showed that patients with duodenal 
ulcer include an excess of non-secretors of the ABO anti- 
gens, not only in the population as a whole, but in sibships. 


* British Medical Journal, 1956, 2, 353. 


* Thid., 1953, 1, 799. 
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It would thus appear that ulceration is more directly related 
to secretion than to blood group. 

Dr. E. Mayr (U.S.A.) reported an investigation in collab- 
oration with Drs. L. K. Ditamonp, P. Levine, and M. 
Mayr on blood group frequencies in a variety of diseases 
of the central nervous system and associated structures. The 
numbers were inadequate to prove definite correlations, but 
two observations were highly suggestive—an association of 
chromophobe adenoma of the pituitary with group O and 
one of glioblastoma multiforme with Rh-positiveness. Dr. 
t. ZeyrinoGiu (Switzerland) did not confirm the previously 
demonstrated association of diabetes mellitus with group A. 
He did, however, find such an association with the Kimmel- 
stiel-Wilson syndrome and, less markedly, with diabetic 
retinitis, The impression left by these papers was that a 
field of great promise first fully opened up by British 
workers is now being cultivated by investigators from many 
different countries. 


Somatic Mosaicism 


Only a few of the many other papers on blood groups can 
be selected for mention. Dr. C. W. CoTTeRMAN described 
somatic mosaicism leading to a mixture of A» and O red 
cells in a single individual. He found the character of blood- 
group mosaicism to be inherited. Rather surprisingly, there- 
fore, the person in whom the character was first observed 
showed also a striking eye-colour mosaicism. Possibly re- 
lated to the Ar-O mosaicism is the Bw group described by 
Dr. P. Levine (U.S.A.); in these cases the individual has 
mainly red cells with group O properties, together with a 
very small minority of B cells, anti-B being absent from 
the serum. 

The biochemical action of the A and B blood-group 
genes was considered by Dr. Winirrep M. WATKINS and 
Professor W. T. J. MorGan (Great Britain), who showed 
that in the ovarian cyst fluid of heterozygous AB women 
most if not all of the mucopolysaccharide molecules 
possessed both A and B activity. In A: women, on the 
other hand, it was in some cases possible to precipitate 
the molecules having A activity, leaving molecules in the 
supernatant which had H but no A activity. This accords 
well with other evidence suggesting that the H substance 
is not, as has been supposed, a product of the O gene but 
is a basic substance which the A and B genes are able to 
“stamp” with their own characteristic antigenic properties. 

Dr. R. Gruss (Sweden) announced his discovery of a 
hereditary character involving human serum. When human 
red cells are sensitized with an incomplete antibody (e.g., D- 
positive cells with incomplete anti-D) the cells are not agglu- 
tinated when suspended in saline. They can be caused to 
agglutinate by certain reagents such as Coombs reagent (anti- 
human-globulin serum). It has now been shown that they 
are also agglutinated by certain empirically selected sera 
from cases of rheumatoid arthritis. Agglutination so pro- 
duced is inhibited by many human sera. The inhibiting 
component is a y-globulin, the product of a single gene to 
which the symbol Gm* has been given. Among Swedes 
60% are inhibitors, but among Greenland Eskimos 95%. 
This character, readily investigated by the techniques of 
blood-group serology, promises to be of considerable 
interest and importance. 


Blood-group Anthropology 

Among many interesting papers on the application of 
blood groups and other genetical characters to anthropo- 
logy we can mention only two. Dr. R. Sincer (South 
Africa), in collaboration with Dr. P. Brain, showed that, in 
Madagascar, though the culture and language are derived 
from South-east Asia, the blood groups and the high 
frequency of the sickle-cell trait indicate that most of the 
tribes are far more African than Asiatic. Dr. L. Sacus 
(Israel), working with Dr. M. Bat-MirtaM, has used finger- 
print patterns as a valuable addition to blood-group data 
in investigating the affinities of Jews in Israel. 


INTERNATIONAL CONG 


RESS OF HUMAN GENETICS Jounnat_ 


Dr. P. Hésti (Switzerland), who has collaborated with 
Dr. A. Hissio and Professor A. FRANCESCHETTI, announced 
a new example of linkage between two sets of genes in 
man—those for the MNSs blood groups and those determin- 
ing the presence or absence of congenital ptosis. Outside 
the sex chromosomes only three examples of linkage were 
previously known in the human species, all involving blood 
groups. The study of the blood groups is thus proving 
indispensable in the mapping of the human chromosomes, 
as was foreseen many years ago by Sir Ronald Fisher. 

At the end of the meeting it was generally agreed that 
this first human genetics congress was a great success, for 
which much credit must go to the admirable efficiency of 
the Danish organizing committee, and that further congresses 
on human genetics could be held perhaps at five-yearly 
intervals without prejudicing the activities of the Inter- 
national Genetics Organization. 


INTERNATIONAL CONGRESS OF 
PHYSIOLOGY 
MEETING IN BRUSSELS 


[From a SPECIAL CORRESPONDENT] 


The 20th International Physiological Congress was held in 
Brussels from July 30 to August 4, under the presidency 
of Professor C. HeyMANS. Over 2,600 members from 43 
different countries were present, and the opening ceremony 
was graced by the presence of Her Majesty QUEEN ELIZABETH 
or Betoium. Professor C. H. Best, F.R.S. (Canada), took 
advantage of the occasion to review briefly the activities 
of the International Union of Physiological Sciences, which 
was formed at the previous International Congress held in 
Montreal in 1953 and of which he is president. He also 
announced that Professor B. A. Houssay’s invitation to hold 
the 21st International Congress in the Argentine had been 
accepted. 

At the scientific sessions a wealth of material was pre- 
sented. Fifteen lecture theatres were used simultaneously 
during the four morning sessions, when papers were read, 
and four for the symposia held on the three afternoons. 
In addition there were numerous demonstrations and films. 
A few of the more “applied” subjects discussed at the 
meeting are here noted. 


Gastric Secretion 


Professor B. K. M. Uvnis (Sweden) reviewed the nervous 
and humoral control of gastric secretion. He was definite 
that gastrin released from the antrum was not histamine ; 
gastrin was a protein material. He discussed the hypothesis 
that gastrin stimulates the gastric glands by releasing the 
histamine which is so abundant in the body of the stomach, 
but thought the evidence was far from complete. He sug- 
gested on the basis of experimental evidence in animals that 
the antral mucosa contained mechano- and chemo-receptors 
which generated impulses in afferent nerves, and that these 
impulses were relayed via local synapses to efferent cholin- 
ergic fibres which in turn stimulated the gastric glands to 
produce gastrin. Further, the pH in the antrum influenced 
the release of gastrin, an increased acidity depressing gastrin 
secretion and vice versa. In dogs, if the antral region were 
excluded from the acid-secreting areas, both the resting 
secretion and that produced in response to food and insulin 
hypoglycaemia were greatly increased. This often caused 
death of the animals from bleeding or perforation secondary 
to ulcer. Uvnis described observations by Noring on 
human subjects before and after resection of the pyloric 
antrum, which accorded with his experimental observations. 

Mr. A. P. McE. Forrest (Britain) reported that the 
formation of an innervated antrum-pouch provoked a pro- 
found hypersecretion in all dogs. Denervation of the pouch 
decreased their secretion. 
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These findings, if they prove applicable to man, may 
require some revaluation of the operation of gastro- 
enterostomy, as protection of the antrum from contact with 
the acid content of the stomach might seem liable to in- 
crease the acid secretion from the fundus ; perhaps, how- 
ever, denervation might decrease this effect. 


Hypothermia 


Dr. E. New (Britain) reviewed the metabolic, circula- 
tory, and respiratory changes in animals and man during 
hypothermia, dealing at length with the acid-base changes. 
In addition to a respiratory acidosis due to the reduction 
in spontaneous respiration, there was also a reversible meta- 
bolic acidosis. If circulatory arrest was superimposed upon 
hypothermia it became more difficult to reverse the meta- 
bolic acidosis, as in intracardiac surgery. Dr. Neil pro- 
duced evidence that this effect was associated with conges- 
tion and damage to the liver. The latter could be avoided 
by removing blood from the systemic veins and reinfusing 
it into the arterial system, a procedure which prevented 
the marked rise in venous pressure otherwise seen. 


Thirst and Appetite 


Dr. B. ANDERSSON (Sweden) reviewed the role of the 
hypothalamus in the control of water intake. He described 
the evidence for the existence of a thirst centre in the 
hypothalamus of the goat, and showed a film of the goat's 
behaviour when this centre was stimulated electrically by 
indwelling electrodes. After a latent period as short as 
five seconds, the animal sought out the bowl of water pro- 
vided and drank until stimulation was discontinued. A 
goat could be induced in this way to drink water up to 
40% of its body weight within a short period of time, with 
resulting haemolysis and haemoglobinuria. Destruction of 
this region of the hypothalamus resulted in hypodipsia (or 
adipsia) lasting for a variable time. The centre was near 
and somewhat overlapping the centre controlling the neuro- 
hypophysis. 

Professor J. R. Bropeck (U.S.A.) described the concept of 
two hypothalamic “ centres ” associated with food intake— 
a medial part concerned with satiety, and a lateral part 
with appetite. Lesions of the medial part in man led to 
obesity. The sense of satiety was mediated, Professor 
Brobeck suggested, by the temperature changes associated 
with the specific dynamic action of the foods consumed, 
but he produced little evidence in support of this hypo- 
thesis, 

Dr. JEAN Mayer (U.S.A.) reviewed the evidence for the 
role of glucose as a regulator of appetite. He described 
the hyperphagy resulting from the administration of auro- 
thioglucose which selectively destroys cells in the ventro- 
medial region of the hypothalamus. (It is suggested that 
this region normally exerts an inhibitory influence on food 
intake and that its activity is dependent upon the local 
concentration of glucose.) 


Renal Studies 


Professor K. J. FRANKLIN, F.R.S., and Dr. M. Wise (Eng- 
land) reported that in animals the effusion of blood on to 
the endometrium, peritoneum, pericardium, or pleura, or 
into the myometrium resulted in a rapid reflex renal cortical 
constriction which could be prevented by denervation of the 
kidney. These findings clearly may have important impli- 
cations for the cortical necrosis which occurs clinically in 
such conditions as concealed accidental uterine haemor- 
rhage. ; 

Dr. A. GrottmaNn (U.S.A.) put forward the hypothesis 
that hypertension is due to the lack of a substance normally 
produced by the kidney which lowers the blood pressure 
in animals and in man. He claimed that renal extracts 
when administered orally lowered the blood pressure with- 


out harm to the experimental animal or to the human 
patient. He also claimed that he had been able to detect 
this substance in the blood of normal subjects, and that it 
was decreased in the blood of animals with renal hyper- 
tension. If this is correct, as Grollman pointed out, it 
suggests a way to a more rational approach to the control of 
this disease than is at present available. 


Alcoholic Nystagmus 


Dr. L. Go_pBerG (Sweden) studied positional nystagmus 
before and after the intake of 40-300 ml. of whisky. He 
described two phases. The first came on 30 minutes after 
ingestion of the whisky, and lasted for about three hours. 
It occurred when the blood alcohol level was about 0.038% 
and consisted in jerking with the rapid phase to the right 
on looking to the right and to the left on looking to the 
left. The second phase was characterized by the rapid 
phases occurring in the opposite direction. It began about 
54 hours after the consumption of the alcohol and lasted 
on the average for 11 hours. It persisted for 5-6 hours 
after all the alcohol had left the body. He suggested that 
the manifestations of the second phase—and those of the 
hangover—were due to secondary metabolites rather than 
the alcohol itself. These observations should obviously be 
borne in mind when assessing the significance of an isolated 
finding of nystagmus. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Freudian Concepts and Brain Physiology 

Sir,—One cannot but admire the several able addresses 
and papers which have combined to celebrate the centenary 
of Sigmund Freud. Yet many must feel that an atmosphere 
of unreality surrounds the thoughts of his disciples, for they 
seem to make no serious attempt to correlate their studies 
with current knowledge of brain physiology. Thus if we 
take Freud's so-called “discovery of the unconscious,” it 
has now become pretty certain that the thousands of mil- 
lions of nerve cells in the brain are in constant activity. 
This supports the view that nearly all thought is uncon- 
scious, and that the mechanisms which operate when we 
are actually aware of what we are thinking constitute only a 
minute fraction of general cerebral activity. The “ uncon- 
scious” repression of a thought is from the physiological 
point of view a different matter, as also is the individual's 
ignorance of the remote influences and behaviour patterns 
which to a large extent determine his present reactions, Or, 
again, the conception of the super-ego is no doubt con- 
venient as a means for explaining human doubts and hesi- 
tations, but what happens to this mechanism when the 
frontal lobes are seriously damaged ? Further, the Freudian 
ideas about memory and forgetting appear grossly inade- 
quate in relation to clinical studies of the various amnesic 
states. 

Freudians should not evade these and other issues, for it 
seems reasonable to suppose that the only psychoanalytical 
conceptions which will survive will be those that are at 
least compatible with modern studies of the brain in health 
and disease.—I am, etc., 

Oxford. W. Ritcuie RUSSELL. 


Gas Gangrene Risks 
Sir,—Publicity has recently been given to a case at the 
South Devon and East Cornwall Hospital in which gas 
gangrene following a leg amputation is said to have been 
attributable to defects in the operating theatre (see Journal, 
August 4, p. 309). May I suggest that details of this case 


Pa 
: 
ok 
ae 
i 
| 
| 


416 Aua. 18, 1956 
and its surrounding circumstances should be published so 
that others may form their opinions on it and have the bene- 
fit of such lessons as are to be learned from it ? 

The architecture and ventilation system of perhaps a 
majority of operating theatres are such that particles of floor 
dust liable and indeed likely to contain spores of pathogenic 
Clostridia must sometimes pollute their atmosphere, yet gas 
gangrene and tetanus are fortunately very rare. This is be- 
cause these spores cannot germinate in tissue oxygenated by 
a normal blood supply. It may be significant that the 
Plymouth patient was aged 71. I have within the past two 
years twice seen gas gangrene follow an amputation necessi- 
tated by obliterating arterial disease, a condition in which 
the oxygen tension even in the tissues above the line of 
amputation is liable to be abnormally low. Each of these 
was an amputation through the thigh, and this involves an 
additional factor. The skin in the neighbourhood of the 
anus is contaminated with intestinal bacteria to a greater 
distance than is generally supposed: these bacteria include 
Cl. welchii, the spores of which are not destroyed by ordin- 
ary methods of skin disinfection. The infection in gas 
gangrene following a thigh amputation may therefore be 
autogenous, however polluted the atmosphere in which the 
operation takes place. 

Whatever the circumstances of the Plymouth case, I feel 
it should be more widely recognized that amputations either 
for obliterating arterial disease or through the upper part of 
the thigh—and particularly when both factors exist—involves 
an exceptional risk of gas gangrene. Such operations afford 
one of the few imperative indications for full penicillin 
cover.—I am, etc., 


London, E.C.1 LAWRENCE P. GaRRoD. 


Radiological Protection 


Sir,—A preliminary report of the April meeting of the 
International Commission on Radiological Protection was 
presented to the Eighth International Congress of Radiology 
in Mexico City on July 28. I am informed by a member 
who was present that there was widespread desire for in- 
formation as to the exact figures likely to appear as emenda- 
tions of the 1954 publication which had world-wide 
circulation. 

Pending the issue of the full text of the report, as to which 
there must be some delay, it may be stated in the meantime 
that as regards persons occupationally exposed to ionizing 
radiations it is proposed that the maximum permissible levels 
continue to be represented by weekly doses of 300 mrems 
(milli-roentgen eqvivalent medical) in the blood-forming or- 
gans, the gonads, and the lenses of the eyes, and 600 mrems 
in the skin. In exceptional circumstances, in which it is 
necessary for a person to receive in one week more than the 
basic permissible weekiy organ doses, the unit of time may 
be extended to 13 weeks (4 year), provided that the total 
dose in any organ accumulated in a period of 13 weeks does 
not exceed ten times the respective basic permissible weekly 
doses. 

Whilst the possible bodily injury manifestable in the life- 
time of an individual exposed at the present permissible 
levels would be very slight or difficult to detect, the Com- 
mission has given consideration to the possible limitation of 
the total dose accumulated during a lifetime, since certain 
effects, such as shortening of life-span, might become signifi- 
cant when large groups are examined statistically. Accord- 
ingly the Commission feels that it would be prudent to limit 
the accumulated doses to 50 rems by the age of 30, and 
beyond that age to average doses of 50 rems per decade. 
Thus by the age of 60 no one should have received more 
than 200 rems (200 rems by age 60 is the figure subsequently 
adopted by the committee which produced the White Paper). 
In practice it has been found that in order not to exceed the 
recommended maximum permissible weekly doses, and to 
comply with the general recommendation of the Commission 
“ that exposure to radiation be kept at the lowest practicable 
level in all cases,” a considerable factor of safety must be 
allowed in the design of protective devices and operating pro- 
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cedures. Therefore, under present conditions, it is expected 
that the average yearly dose actually received by an occupa- 
tionally exposed person would be about 5 rems and the 
accumulated dose in the employment period up to 30 years 
of age would be about 50 rems. Accordingly the Commission 
recommends continuation of the present conservative practice 
as regards doses received by occupationally exposed persons 
to keep the accumulated doses as low as possible, especially 
up to age 30. 

Since doubt has been expressed, it should be stressed that 
there is no carry-over from one decade to the next: for 
example, if a man starts work at 35, he must get no more 
than 50 rems by age 45.—I am, etc., 

E. Rock CARLING, 


Chairman until recently of the 
International Commission on Radiological Protection 


London, W.1. 


Diesel Oil and Lung Cancer 


Sirn,—While many of us may feel that the increased use 
of diesel fuel may have some bearing on the increasing 
lung cancer rate, I found it difficult to swallow Dr. F. F. 
Waddy's “fact” (Journal, July 7, p. 44) that “the dirtiest 
and blackest oil is issued from these vehicles by bad driving.” 
His subsequent exposition left me in still further doubt as 
to the accuracy of his statements. Before rushing into 
print, I took the precaution of consulting my friend, Mr. L. 
Cohen, M.LM.1., A.M.LM.E., who was kind enough to 
produce the following authoritative information. 

“ The writer, Dr. Waddy, appears not to be a motorist, in view 
of his implication that it is not necessary to ‘ put his foot down’ 
when driving a petrol engine at a hill or uphill. The correspon- 
dent is under the misapprehension of the method of control 
and governing applied to all diesel vehicles in this country. For 
this reason the theory which he puts forward, to explain why 
some vehicles emit more smoke than others, is entirely erroneous. 
The control of all diesel road vehicles is by means of a pneumatic, 
hydraulic, or mechanical governor, connected to the engine fuel 
pump. The function of the governor is primarily to control 
speed and to limit the maximum speed of the engine. In addition 
to the governor proper there is a fuel control which is so set by 
the makers to permit the injection of no more fuel than can be 
satisfactorily burned without the production of excessive smoke 
however the vehicle may be driven. This fuel control is usually 
sealed at the manufacturer’s works. The production of smoke 
from an engine which has the makers’ original fuel setting can 
occur only after deterioration of fuel pumps or injectors—i.c., 
as a result of lack of maintenance. An also not infrequent cause 
of smoke is the tampering with the maximum fuel stop, by drivers 
and others, to permit increased fuel, in an attempt to get more 
power from the engine.” 

The emission of excessive smoke from road vehicles is at 
best a nuisance and at worst a danger to health, but this is 
already a punishable offence under the Road Traffic Act, 
1930 (Construction and Use Regulations, 1955). If and 
when diesel fumes are finally proved to have some relation- 
ship to lung cancer, it is to be hoped that the police will 
enforce the existing law more strictly —I am, etc., 


London, S.B.17. E. K. PrrrcHarp. 


Air Pollution, Smoking, and Lung Cancer 

Sir,—The report by Dr. Percy Stocks and Dr. John M. 
Campbell on the relation of air pollution to lung cancer 
(Journal, October 15, 1955, p. 923) concludes that the 
urban/rural ratio is 9 to 1 among non-smokers for this 
disease. This conclusion is based on the assumption that 
fewer than 4% of the male population of the city of Liver- 
pool, aged 45 to 75, are non-smokers. 3.9% of the “ con- 
trol” group in Liverpool hospitals were non-smokers. But 
if the non-hospital or the total male population, aged 45 
to 75, of Liverpool were polled as to smoking history, it 
would probably be found—as in London—that about 10% 
or 12% were non-smokers. Thus table III of Doll and Hill' 
shows only 4.5% non-smokers among male non-cancer 
patients in London hospitals, while their table XXI shows 
12.1% non-smokers among males (of corresponding ages) in 
the general population of London. It is of interest that the 
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figure of 3.9% for Liverpool hospital patients who are non- 
smokers corresponds closely with 4.5% for the London 
group. Calculations based on a 10% non-smoking Liver- 
pool male population show that 100 instead of the actual 
539 Liverpool deaths would occur if no one smoked—an 
81% decrease. 

As there is mounting evidence that smoking increases the 
incidence of diseases other than lung cancer, it is to be 
expected that a “ control” group consisting of hospitalized 
men will contain a lower proportion of non-smokers than 
the general male population of a city. Therefore one must 
question the logic of comparing lung cancer patients with 
other hospitalized patients rather than with the general 
population (of same age and sex) in regard to smoking 
habits. 

I agree with those who conclude that air pollution, both 
general and special—that is, in specific occupations—signi- 
ficantly increases the incidence of lung cancer. But comn- 
plete eradication of such pollution could at the most reduce 
the lung cancer death rate among men in urban areas by 
about 40%, according to the data of Stocks and Campbell 
(315 expected deaths instead of 539 actual deaths in Liver- 
pool).—I am, etc., 

New York. 


WALTER MENAKER. 
REFERENCE 
' Doll, R., and Bradford Hill, A., British Medical Journal, 1952, 2, 1271. 


Rauwolfia Serpentina in Psoriasis 


Sik,—In view of the favourable report about the use of 
rauwolfia serpentina for psoriasis by Dr. G. Leslie 
(Journal, June 11, 1955, p. 1428), we have carried out a short 
pilot investigation on a series of twenty patients. These 
were taken at random from patients attending the skin 
department at Huddersfield Royal Infirmary and by coincid- 
ence the series was equally divided between the sexes. 
Their ages ranged from 20 to 70 years and they all showed 
characteristic forms of psoriasis. In addition, one had 
rheumatoid arthritis and seven showed some degree of 
hypertension. 

Messrs. Squibb and Co. very kindly provided “ raudixin ” 
in 50-mg. tablets and at the same time provided the control 
tablets. Alternate patients were treated with raudixin A and 
raudixin B and no one in the hospital knew which was the 
dummy tablet, Treatment was continued over a period of 
two months and no patient showed any intolerance. The 
results were reviewed at the end of this time and in the 
control series one patient cleared initially but relapsed, five 
improved, one very markedly, one remained stationary, and 
one became worse. Amongst those receiving raudixin, one 
cleared completely, one cleared at first but relapsed, three 
improved slightly, four remained stationary, and one became 
worse. Of the seven patients showing some degree of hyper- 
tension, two received raudixin and the patient whose 
psoriasis cleared was one of these; the other showed no 
improvement, One of the five hypertensive cases receiving 
the control tablet, however, also improved, almost to the 
point of clearing, and another also showed considerable 
improvement. 

The natural history of psoriasis varies so widely that it is 
of necessity difficult to draw any conclusions from such a 
small series as this. It is however felt that the results of 
treatment are not significant enough to suggest that raudixin 
appreciably modifies the course of psoriasis or to merit a 
larger investigation.—We are, etc, C. HOLGATE. 

Huddersfield. A. J. E. Bartow. 


Early Management of Poliomyelitis 

Sir.—Dr. E. G. Brewis’s article (Journal, June 30, p. 1539) 
counselling the treatment of all but a few cases of polio- 
myelitis in the home must have alarmed all those who have 
extensive experience ‘both of the unpredictable nature of 
the disease in the first few days and of the end results of 
inadequate care even in the most mildly affected cases. 
Dr. G. E. Breen (Journal, July 21, p. 175) has already made 
the necessary comment so far as the acute phase of the 
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disease is concerned, and there is little to add to his criti- 
cisms, except that if lumbar puncture is not routinely carried 
out it is only a matter of time before a case of bacterial 
meningitis is unnecessarily left for several days without 
treatment. 

Dr. Brewis’s article contains many ex cathedra statements 
which our experience does not support. I would, however, 
like to lay especial emphasis on the danger of inadequate 
physical control and treatment, even in children who show 
only moderate paralysis, and indeed in those who have 
“ muscle tightness ” without any actual paralysis at all. The 
poliomyelitis unit at Queen Mary’s Hospital for Childzen, 
Carshalton, has in recent years always contained between 
$0 and 130 cases of poliomyelitis, about half of which are 
admitted in the acute phase, the other half being transferred 
later in the course of the disease. Our routine treatment, 
which has recently been described in detail,‘ is, very briefly, 
as follows: (1) Rest, in carefully controlled positions requir- 
ing constant nursing supervision. (2) Hot-packing of muscle 
groups showing “ tightness,” at frequent intervals throughout 
the day. (3) Early passive movements to the extent that 
tightness, as partially liberated by hot-packing, will allow. 
(4) Later a carefully controlled re-educative process carried 
out in the physiotherapy department, which is different for 
each child and which varies from week to week. Much of 
this process is directed towards limiting a child’s spon- 
taneous activity to that which he has already learnt to do 
well. If he is stimulated or even allowed to “run before 
he can walk” he will develop fixedly pathological patterns 
of movement, dictated not only by differential paralysis, 
but also by tightness spontaneously developing into fixed 
contractures. 

If this process, and it is a most laborious one for all con- 
cerned, including the child, is not conservatively and rigor- 
ously carried out, the child will be left with much needless 
deformity and disability. It cannot be too strongly empha- 
sized that much of the residual disability of poliomyelitis is 
due not only to actual paralysis but to the uncontrolled 
progress of tightness into contracture. We have ample proof 
of this in our experience of comparing the residual dis- 
abilities of children who have been carefully handled from 
the start with those who have been transferred to us after 
weeks of pure passivity or of inexperienced physiotherapeutic 
management. This kind of treatment could not possibly be 
carried out in the home, but can only be done effectively in 
a fully equipped hospital with a specialized physiothera- 
peutic and nursing team working in the closest co-operation 
and, so far as children are concerned, in a hospital which 
can provide a full range of educational services during the 
long periods of in-patient treatment which are essential. 

In short, there is no doubt that the course which Dr. Brewis 
advocates will lead to unnecessary deaths in the acute stage, 
to the failure to treat bacterial meningitis in children, especi- 
ally during a poliomyelitis epidemic, and to a very large 
amount of avoidable disability and deformity in the sur- 
vivors.—I am, etc., 

Carshalton, Surrey. Davip Lawson. 
REF! RENCE 


* Reynolds, R. J. S., Physical Measures in the Treatment of Poliomyelitis, 
1956. Faber, London. . 


Progressive Massive Fibrosis 


Sir,—In their paper on progressive massive fibrosis 
(Journal, May 26, p. 1193) Dr. A. L. Cochrane and co- 
workers discuss the various theories of causation. I am 
prompted to make some remarks on one of the theories 
according to which progressive massive fibrosis (P.M.F.) 
develops only in a tuberculous site. The authors state that 
“most people believe that tuberculosis plays some part in 
the aetiology of P.M.F., but many fewer believe it to be 
the only factor (in addition to coal dust).” Those who 
hold these views, especially the latter, base their contention 
on the morbid anatomy in P.M.F. in coal-miners, The 
question arises whether P.M.F. always supervenes in a 
tuberculous lung in other or all types of pneumoconiosis. 
I would draw attention to graphite workers’ pneumoconiosis, 
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sirst described by me’ in Hull, and later confirmed by others 
elsewhere in the U.K., Italy, and Germany. P.M.F often 
occurs in graphite pneumoconiosis. Hitherto, in the cases 
ihat have come to necropsy, careful examination of the 
jungs has failed to detect histological evidence of tubercu- 
losis either in this country or abroad. In others of these 
workers whom I have followed up, no instance of later 
onset of clir.cal pulmonary tuberculosis so far has been 
seen, in contrast with the relatively high incidence of tuber- 
culosis which is well known in other types of pneumo- 
coniosis—for example, coal-miners, grain-dockers. From 
the morbid histological findings in graphite pneumoconiosis 
one may conclude that tuberculosis is not necessarily a pre- 
requisite in the development of P.M.F. 

Among cases I have published’ occurring in graphite 
workers were some where the x-ray pattern was at first 
of “ snowstorm lungs”; later a proportion of these cases 
developed P.M.F. by local conglomeration of separate 
nodular lesions. I must add, however, that I have as yet 
been unable to obtain post-mortem examination in any of 
this small group, so that all I can say is that clinical 
evidence of pulmonary tuberculosis was absent and sputum 
bacteriology in the men examined by me was negative. 


i am, etc., 
LasaR DiiNNER. 


Hull 
REFERENCES 
' Dinner, L., Brit. J. Radiol., 1945, 18, 33. 
ibid., 1948, 21, 182 


Nystagmus in Alcoholic Intoxication 


Sir,—I have read with great interest Dr. D. E. Howells's 
article on nystagmus in alcoholic intoxication (Journal, 
June 16, p. 1405). May I suggest—as a lawyer for the 
defence in an impaired driving case might—that there is a 
little vagueness as to quantities? Dr. Howell says, “ The 
majority required from 0.7 to 1 ml. of absolute alcohol per 
kg. body weight,” etc. Later he says, “ Alcohol when given 
in approximately the same quantities in the form of whisky 
or gin produced the same effects” (my italics). And again, 
“can be produced in experimental subjects by giving ethyl 
alcohol, whisky, or gin.” 

The question is, does that mean an ounce of ethy! alcohol, 
or of whisky, or of gin? Or does it mean an ounce of 
absolute alcohol, or the amount of whisky or gin required 
to give one ounce of absolute alcohol? My presumption 
would be the latter, but the lawyer for the defence could 
lodge a doubt in the jurors’ minds. 

The value, to my mind, of the test is that it proved every 
driver tested showing nystagmus as a result of taking alcohol 
had his driving impaired anywhere from 4.3% to 40.5%. I 
should be grateful to Dr. Howells if he would make the 
point I raise clear.—I am, etc., 

St. John s, Newfounc land 


C-reactive Protein 


Sirn.—Your recent annotation on C-reactive protein 
(Journal, July 21, p. 145) gave a misleading indication of 
the nature of this substance, since no mention was made of 
two important and comparatively recent investigations. 

Wood, McCarty, and Slater’ isolated crystalline C-reactive 
protein by a modification of the technique used by McCarty,’ 
and reported that it was located in the fast component of the 
gamma globulin when subjected to zone electrophoresis in 
a starch-supporting medium. It was also detected in this 
position after a similar analysis of an acute-phase human 
serum. In free solution, on the other hand, the crystalline 
preparation migrated as a beta globulin, and they pointed 
out that this was in agreement with its behaviour on 
ammonium sulphate precipitation. Brattsten’ showed that 
C-reactive protein occurred in the gamma globulin after 
continuous electrophoresis in a starch medium. 

The technique of immuno-electrophoresis* now enables a 
direct confirmation to be made of the electrophoretic 
mobility of the C-reactive protein of acute-phase serum 
under conditions approximating closely to those of free 
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Photographed by dark-ground illumination. Positions of protein 
fractions obtained by taking ; yo? print from the surface 
of the 


solution. The result of such an investigation is shown in 
the illustration (immuno-electrophoretic analysis at pH 8.2 
of acute phase serum; C; and Cs, canals containing C- 
reactive protein anti-serum), where the arcs of precipitate 
clearly occur in the position of the beta globulin fraction. 
It is also interesting to note that it appears to be associated 
with the chylomicrons, which migrate as a sharp band under 
these conditions.—We are, etc., 
Evetyn V. HEss. 
London. N.W.3. R. L. MARKHAM. 
REFERENCES 
‘ weet, H. F., McCarty, M., and Slater, R. J., J. exp. Med., 1954, 100, 
McCarty. M., 1947, 85, 491. 


* Brattsten, 1., Scand. J. clin. Lab. Invest., 1955, 7, 
Grabar P., and C. A., Biochim. “Acta, 1955, 17, 67 


Sulphonamides in Aetiology of Lupus Erythematosus 

Sir,—We read with interest the report on a case of 
systemic lupus erythematosus presenting with sulphonamide 
hypersensitivity reaction, by Dr. Michael Honey (Journal, 
June 2, p. 1272), but do not agree that the exhibition of the 
sulphonamide was an aetiological factor. The pre-exisiting 
pleurisy and haematuria were possibly all part of the lupus 
erythematosus syndrome. The degree of leucopenia on 
admission to hospital and the morbilliform rash point to the 
existence of the syndrome before the sulphonamide was 
exhibited. 

We believe that hypersensitivity reactions to sulphon- 
amides, penicillin, gold, mepacrine, and chloroquine are 
simply another manifestation of the already present disease 
and that in all cases of acute reactions to drugs the possi- 
bility of systemic lupus erythematosus should be considered. 
—We are, etc., W. Warp. 

W. GUNTHER. 
A. McGeocn. 


Newcastle, N.S.W., Australia D. Downie. 


Treatment of Hypertension 


Sir,—The recent article by Dr. S. Locket (Journal, July 21, 
p. 116) underlines once more the importance of developing 
satisfactory hypotension-maintaining drugs. From the case 
material presented it would appear that the two new drugs 
described are capable of producing very profound and last- 
ing falls in blood pressure. 

Whether it is desirable to produce extreme blood-pressure 
reduction in patients with advanced arteriosclerotic disease 
is a matter of debate. This is but one of the questions that 
can only be answered after prolonged use of hypotensive 
agents. Among others, we require to know more about the 
long-term effect of blood-pressure reduction by whatsoever 
means, on the patient's symptoms, on cardiac function, and 
on the cerebral, renal, and other complications of hyper- 
tension. Perhaps the most important question of all is 
when, if ever, hypotensive treatment may be omitted. 

I would submit, Sir, that the answers to these and to 
many other questions on this important subject will come 
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from the field of general practice. The general practitioner 
has unique opportunities for the follow-up of these patients, 
opportunities which are denied to the hospital physician. 
The general practitioner is able to supervise his patients’ 
treatment more closely over longer periods than can be 
possible with iong-interval out-patient appointments. His 
blood-pressure readings are likely to reflect more realistically 
the patient’s everyday levels. Indeed, the many published 
hospital reports on this subject illustrate the extremes of 
misinterpretation liable to arise owing to the methods em- 
ployed. Thus at one end of the scale we have studies on 
patients kept at rest in bed over long periods. This regime 
results in the achievement of optimistically low readings 
when applied to the subsequent exigencies of everyday life. 
On the other hand the tension of out-patient sessions is 
liable to induce higher readings than are found in the 
atmosphere of the consulting room, as a recent study has 
shown.' Similarly, treatment by self-administered injection 
at home is in the main impracticable. Indeed, 20% of Dr. 
Locket’s patients omitted treatment of their own accord, 
with disastrous results in one. 

In short, the conditions of hospital practice are not the 
most suitable for a long-term study of hypotensive treat- 
ment. It is duly appreciated that without preliminary hos- 
pital studies on the actions of the drugs employed, such as 
that described by Dr. Locket, effective hypotensive treat- 
ment probably would not be available at all. I feel that 
we now require information from general practitioners on 
their practical experience of hypotensive therapy over the 
past few years. We require, too, a means of continuing 
such reporting over the years to come. Such an investiga- 
tion would provide information of incomparable value on 
this subject.—I am, etc., 

Twickenham, Middlesex. Davip WHEATLEY. 
REFERENCE 
' Freis, E. D., Med. Ann. Distr’ Columbia, 1954, 23. 363. 


Pregnancy Test 

Sir,—It is with dismay that I have received this morning 
a brochure from a drug firm describing a test for differ- 
entiating between pregnancy and amenorrhoea by the ad- 
ministration of a mixture of synthetic hormones, and the 
induction of withdrawal bleeding in those with amenorrhoea. 
There must be few cases in which it is necessary, either 
from the point of view of the patient or the doctor, for an 
immediate diagnosis to be made. In those few cases where 
an early differentiation is desired there are adequate tests 
available of a high degree of reliability, and which do not 
require the administration of drugs to the patient. 

The test would presumably be used in the first few weeks 
of pregnancy, at a time when the main structures are being 
laid down in the embryo, and when the embryo is most 
susceptible to noxious influences. It seems a shocking thing 
to administer drugs which will upset the delicate hormonal 
balance of the mother and the foetus at this stage. So- 
called tests of the safety of this procedure are condemned 
by their only too obvious crudity ; a continued pregnancy 
and an apparently normal child is no guarantee that no 
harm is being done.—I am, etc., 


London, N.W.8. 


Hibernation in Shocked Patients 


Sirn,—Dr. Sheila Kenny’s experiences with the use of 
chlorpromazine in severely shocked cases (Journal, July 28, 
p. 211) lead me, in the absence of our consultant anaesthe- 
tist, Dr. E. K. Gardner, to mention briefly a similar tech- 
nique we use at Whipp’s Cross Hospital. The emphasis 
is on autonomic block, and we have made no attempt to 
record the lowering of body temperature before or after 
induction of anaesthesia, or to prolong the hypothermia. 
To this end we have used hexamethonium in conjunction 
with chlorpromazine. 

The principal points are: (1) intravenous injection of 
chlorpromazine (“ largactil ”) 25 mg. in 20 ml. on arrival in 
the anaesthetic room ; (2) adoption of 10 degrees head-down 
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tilt and liberal oxygenation throughout induction and opera- 
tion ; (3) anaesthesia by the standard sequence thiopentone— 
pethidine-nitrous oxide—-oxygen—curare, though with greatly 
reduced dosage; (4) replacement of sufficient blood to 
restore the blood pressure to 80-100 systolic; thereafter 
the rate of the drip is slowed and hexamethonium used 
to lower the systolic pressure to 60-65 mm. Hg throughout 
operation. 

I have recently used this technique with signal success. 
in anaesthetizing four severely shocked patients when 
attempts to raise the blood pressure by the usual methods. 
had failed. Operations lasting up to 2} hours have been 
performed calmly in an almost bloodless field, and with 
little anxiety to the anaesthetist. We wonder if we are 
right in restricting this technique to the very poor risk 
patient and whether other milder cases might not also 
benefit.—I am, etc., 


London, E.11. A. S, GARDINER. 


Preparation for Marriage 

Sir,—We are grateful to Dr. G. de M. Rudolf (Journal, 
July 28, p. 244) for drawing attention to the part played by 
Catholics in the field of marriage guidance. To avoid con- 
fusion, however, may I point out that our correct name is. 
the Catholic Marriage Advisory Council? We shall be 
pleased to give further information about our work to any 
doctor who may have Catholic patients with maritak 


problems.—I am, etc., 
STEPHEN ACKROYD, 
Acting General 


Secretary, 
London, S.W.1. Catholic Marriage Advisory Council. 


The Chart in General Practice 


Sir,—In many cases of ill-health there are three measure- 
ments which can and should be made with reasonable ac- 
curacy : the temperature of the body, the rates of the pulse, 
and respiration. In hospital practice it was always useful, 
if not essential, to have the patient’s chart at hand whem 
considering diagnosis and progress. Yet after several years 
in N.H.S. general 


mt art 
found no trace of tote te 


a suitable chart for 
recording these ob- 
servations. The 
introduction of yet 
another form must 
be approached 
with great trepida- 
tion, and the speci- 
men shown has 
been produced only 
after a _ lengthy 
period of gestation. 

So often in my 
practice I am meet- 
ing brief (and less 
often more pro- 
longed) fevers 
whose aetiology is 
not really quite as 
clear 3s one would 
like to think. The 
pattern of the ill- 


ness is all too often lost when irregular “ T.P.R.”’ recordings: 
are jotted down anywhere but where they belong—on a 


simple chart. It is hoped that the simple ruling should 
allow the facts to be recorded by parents or other attendants. 
in many cases, and that the chart will be of real value. The 
cost of charts works out at about one penny each, and they 
are printed for me from my own block by Messrs. H. K.. 
Lewis.—I am, etc., 


Andover. Joun W. Evans. 
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Practice in the U.S.S.R. 


Sin,-Three weeks ago I went to the Soviet Union as a 
tourist. I was given an opportunity to visit a policlinic 
and a children’s hospital and also to have a chat with 
doctors about general medical services in Russia. The main 
unit for general medical services is a policlinic, which is 
like a hospital out-patients run by G.P.s. Each district has 
its own policlinic, to which go all the families living in 
that district. The clinic has a large staff of doctors, includ- 
ing specialists and nurses. Patients are seen by appoint- 
ment, which may be for the same day or the following 
day. There are no waiting-lists. 

In the first place, | was told that medical care in the 
Soviet Union was completely free. But further questions 
elicited the fact that it was not so. All consultations and 
treatment at the clinic (including injections, dressings, drugs) 
are free, but drugs, appliances, injections, etc., for use at 
home have to be paid for. I was told that one injection 
of streptomycin would cost about 10 roubles (about 19s. at 
the present rate of exchange), ordinary drugs from 1 to 6 
roubles. If a person wishes to have doctors or specialists 
of his own choice he can attend one of the paying clinics, 
where he has to pay for consultation and treatment. There 
is no free treatment for temporary residents. There are 
special clinics for them where they have to pay for con- 
sultation and treatment. Tourists from abroad, however, 
are treated free, but they have to pay for their drugs like 
the Soviet citizens. 

Policlinics have special emergency departments which are 
open for treatment day and night. Emergency domiciliary 
visits are arranged by these departments. Ordinary domi- 
ciliary visits, of course, are paid by the doctors at the poli- 
clinic. Factories and large stores have their own policlinics. 
Sick notes in the first place are given by doctors at these 
industrial clinics. 

A number of clinics are grouped round one general hos- 
pital, which admits all their patients. Nearly all confine- 
ments take place in hospital. I tried to visit a mental hos- 
pital, but they were rather unwilling to grant facilities. 
Doctors have no surgeries of their own. They are all 
salaried officers. They work about 5 to 54 hours a day, 
and get long holidays and regular off-duty days. Facilities 
are readily available for specialization. The initial salary 
of a doctor is 800 roubles a month, rising up to 1,500 
roubles. For specialists it rises up to 3,000 roubles. They 
compare very unfavourably with doctors’ incomes here, but 
there are compensating advantages, like regular hours, 
plenty of leisure and time for studies, no worries about 
finding locums, and no practice expenses. On retirement 
there is a very generous pension for the doctor and his wife. 
Generally speaking, the position of a G.P. in the Soviet 
Union is no better than that of a skilled factory worker. 
My impression is that from the point of view of the patient 
our Health Service is much better ; but for the doctor, the 
Soviet system has many advantages, apart from his income. 


am, etc., 
D. R. Prem. 


Birmingham, 32. 
Is Tonsillectomy Necessary ? 

Sir.—Mr. John Fry (Journal, August 4, p. 302) applies a 
false criterion of efficacy to his management of the tonsil 
problem. His criterion is: Can my patients survive recur- 
rent tonsillitis treated conservatively with unimpaired 
health? He has good reason to believe that they can, for 
he states in his letter that his child patients grow up into 
healthy adolescents. The criterion in this problem should 
surely be: Will my patients grow into healthy adolescents 
having spent less time in bed and away from school without 
tonsillectomy than they would with it? 

We have progressed beyond the stage where our concern 
in this matter is with survival or preventing gross impair- 
ment of health. Septicaemia, bronchopneumonia, mastoid, 
and chronic otitis media can generally now be taken care of. 
Our present concern is with days in bed and absence from 
school, and it is on this point that Dr. Fry should give us 
information. Tonsillectomy is a risky operation, but if it 
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could be shown that there is a considerable lessening of 
morbidity after tonsillectomy that would surely provide a 
fair case for taking the calculated risk. If tonsillectomy 
failed to produce this effect then I should join Dr. Fry in 
advising my patients to hang on to their tonsils—I am, etc., 
London, $.E.26 JOHN BURKINSHAW. 


Athlete’s Foot 


Sir,—Regarding the recent letters of Dr. D. Hooker 
(Journal, May 26, p. 1239) and Dr. G. R. Addlestone and 
Dr. M. D. A. Heller (Journal, June 23, p. 1486), in connexion 
with athlete’s foot, I would like to make the following com- 
ment. 

In our warm climate, athlete’s foot and hyperhidrosis 
with severe maceration occur frequently, often together, and 
are often clinically indistinguishable. It would not be 
practical to make microscopical examinations in all cases, In 
uncomplicated cases the following routine has proved very 
effective and practical as an addition to other adequate 
hygienic measures :—First day : (1) Swab foot and between 
toes with methylated spirit. (2) Paint between toes and other 
affected areas with pig. Castellani. Second day: Paint 
between toes and any macerated areas with tinct. benz. co. 
When the balsam is dry, dust with talcum powder. Third 
day : Repeat as in first day. 

These alternate applications are continued for several 
weeks, and after the subsidence of symptoms a bi-weekly 
application of gentian violet or pig. Castellani alternated 
with tinct. benz. co. during the summer months will usually 
prevent a relapse. It is important that any residual balsam 
be removed before application of fungicide, to facilitate 
penetration. The above gives equal importance to treat- 
ment of maceration and possible fungal infection. It is well 
tolerated and completely effective in a very high percentage 
of cases.—I am, etc., 

Johannesburg, S. Africa. 


Shoe-fitting X-ray Fluoroscopes 

Sir,—In the Journal of August 4 (p. 269) there is an eight- 
column article by Dr. E. D. Dyson on x-ray viewing 
machines in shoe shops, with a most elaborate investigation 
of their possible dangers. 

Surely the problem can be restated in words of one 
syllable. If a shoe fits it is comfortable. If it doesn’t fit 
it isn’t. It is just as simple as that. Is it really necessary 
to use a complicated and potentially dangerous machine to 
decide whether a new shoe hurts or not? A one-clause 
Act of Parliament making pedoscopes illegal would appear 
to be the sanest solution.—I am, etc., 

Morley. W. STANLEY SyYKEs. 


Purpose of Medical Education 

_Sir,—Without going into details of Professor G. W. 
Pickering’s exposition on the purpose of medical education 
(Journal, July 21, p. 113) I should like to comment on 
three points which he makes. 

(1) From the Planning Committee of the Royal College of 
Physicians he quotes the following: “ The average student leaves 
his medical school at about the age of 25; during the subsequent 
30 or so years of professional life his ability to learn from his 
own experience and that of others, and to keep abreast of the 
stream of advancing medical knowledge, depends entirely on 
those qualities in which his training has left him defective.” (2) 
He says: “ Will the medical course be arranged primarily in the 
interests of educating the student, or primarily in the interests 
of the prestige of the teachers?” (3) He says: “I have no 
doubt that with a little encouragement they could open a new 
era in medical education in this country. They have a right to 
expect, and I hope would receive, support from other facuities 
in achieving this.” 

It is perhaps misleading to pick out individual comments 
from their context, but with regard to (2) I believe sincerely 
that the medical curriculum should be arranged in the 
interests of the public upon which it is going to be practised. 
Concerning (3), I feel that the planning authorities should 
show new “ vision” in the training of a science where its 
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practitioners are, whether they like it or not, called upon 
to minister to the deepest needs of humanity. This leads 
on to point (1), where one must agree wholeheartedly that 
“ the training is defective” in those essential qualities which 
are needed to treat adequately the whole man. 

Very many students, unfortunately, come from materialist 
homes, for we live in a materialist age; they are preci- 
pitated into a scientific training and launched out on 
an unsuspecting public veritable cripples, for they are intel- 
lectually one-sided and spiritually defective, although their 
future work lies in ministering to the spirit/mind/body of 
humanity. It seems to me, therefore, that just as the minis- 
ter of religion in this scientific age is one-sided and unable 
to be of full use to his “ people,” so the medical scientist, 
without some sort of serious training in philosophy, and 
especially in theology, is not able to use the knowledge 
which he has acquired for the full benefit either of his own 
fife or of that of his patient. 

I must therefore refer back to a letter I wrote (Journal, 
June 9, p. 1363) and reiterate the need for a certain number 
of men and women who feel “ called” to insist on a dual 
training and so form the “leaven” which would lift up 
both the Church and medical science to their proper place 
of usefulness and influence among society. This would 
necessitate a new faculty, but, as Professor Pickering says, 
we have “a right to expect, and I hope would receive, 
support from other faculties” in achieving expansion along 
progressive lines which would give fuller usefulness to the 
public whom we wish to serve.—I am, etc., 


Morpeth, Northumberland. Jane H. THOMPSON. 


Poliomyelitis in Cork 


Sir,—In view of the wide publicity caused by the B.B.C. 
broadcast of August 9 in relation to a seaman who travelled 
from Cork to Liverpool on s.s. Glengariff on Saturday, 
August 4, and was found on arrival to be suffering from 
poliomyelitis, the impression has been created that this case 
was badly missed by the public health authorities here. In 
fairness to this department, therefore, I would be grateful 
if you would afford me the opportunity of placing the 
following facts before your readers. 

On July 29 the seaman in question was in Glasgow. He was 
suffering from sore throat and consulted a practitioner in that 
city. He was told, I am informed, that he had laryngitis and 
could carry on his occupation. His ship, the m.v. Birchfield, \eft 
Glasgow on July 30 and put into Whitehaven on July 31. It 
arrived in Cork on August 2 and remained here until August 4, 
when it sailed for Dublin. During its stay in Cork the sailor 
certainly consulted a practitioner, and was, I believe, informed 
that he was suffering from the effects of either “ slipped disk or 
fibrositis.” In view of the circumstances the master requested 
that he be taken from Cork to Liverpool by the Glengariff, and 
this request was granted. 

The first I heard of this case was in the early afternoon of 
Thursday, August 9, when I received a letter from Dr. J. B. 
O’Regan, City Medical Officer, Dublin, in which he recorded the 
essential facts as reported to him by Dr. John Walker, Port 
Medical Officer, Dublin. By that time the B.B.C. broadcast had 
been on the air and in a very short time inquiries were being 
received from newspapers both in this country and in Great 
Britain. I do not wish to be taken as criticizing those responsible 
for the broadcast, which, in the circumstances, was thoroughly 
justified. I merely wish to dissipate the impression that has gone 
abroad that the Cork health authorities have slipped up on this 
case. If I had any idea of what was happening the patient 
would certainly not have undergone the ordeal of that journey 
from Cork to Liverpool 

Since the occasion of this letter has arisen I would further 
ask your hospitality to enter a protest against the exag- 
gerated newspaper notoriety afforded to the poliomyelitis 
epidemic here. The total number of cases recorded to date 
from June 1 amounts to 91. Among these there has been 
one death, affording a fatality rate of 0.9%. There has been 
no indication so far of any change in trend, and the pro- 
portion of non-paralytic cases remains about 52%. In 
these circumstances I think it is likely that this epidemic 
-will go down as one of the mildest on record. Meanwhile 
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a state bordering on mass panic has been engendered among 
the people of this city which reflects no credit on the news- 
papers concerned. This criticism does not apply to Irish 
newspapers only. 

I take the opportunity of expressing my appreciation of 
the help afforded me by Dr. A. B. Christie, medical super- 
intendent of the Fazakerley Hospital (as well as the two 
colleagues mentioned), in elucidating the essential facts of 
this incident.—I am, etc., 


J. C. SAUNDERS, 


Cork. City Medical Officer. 


“Strawberry Lesion” of the Recto-sigmoid 


Sin,—May I avail myself of the hospitality of your 
columns to congratulate Mr. G. K. Thomas on his grasp 
of this novel syndrome which he describes (Journal, July 28, 
p. 209), and to make one or two suggestions to explain 
certain difficulties which he encountered ? 

He mentions that he has only come across one case in 
five months showing the above lesion as contrasted with 
our Eastbourne incidence of one case in two months on an 
average. At that time we were receiving all the local public 
health material in the way of leose stools. That might 
explain the incidental difference. The failure to find spiro- 
chaetes might be due to (1) over-zealous lavage prior to 
sigmoidoscopy ; (2) failure to use the diagnostic silver stain 
(Fontana) ; (3) using films which were too thick. I may be 
quite wrong in making these suggestions, and, if so, trust I 
may be forgiven. In our cases the lesion swab films 
usually showed embryonic, massed short forms in vast 
numbers. 

The highly original suggestion of carbasone suppositories 
seems ideal for the adult case, but in children I think that 
oral acetarsol preferable, as I have reason to believe 
that the intestinal involvement is very extensive. At any 
rate, stained films from the stools show sometimes 100 
or more spirochaetes per field. For primary diagnosis, the 
finding of spirochaetes in thin—very thin—films of the stools 
in appreciable numbers saves much time. 

In conclusion, may I congratulate Mr. Thomas on his 
accurate study of the meagre literature of the subject, and 
for his generous appreciation of my efforts to put this syn- 
drome “on the map.” He would have seen a full demon- 
stration at the B.M.A, meeting last month at Brighton. But 
perhaps he did ?—I am, etc., 


Eastbourne. A. GErorrrey SHERA. 


St. George-in-the-East Hospital 

Sirn,—The very same day that I read in the papers that 
St. George-in-the-East Hospital will close (see Supplement, 
p. 103), it was announced in Vienna that in the Allgemeine 
Krankenhaus a special “ heart attack rescue unit” is to be 
started which will deal with cases suffering from coronary 
infarction. 

As it seems that there are enough beds in the area of the 
North-east Metropolitan Regional Hospital Board, would it 
not be possible to start, as an experiment, a special “ coro- 
nary unit” in that region, to which heart attack cases could 
be rushed to obtain speedy benefit of specialist treatment ? 
—I am, etc., 


Crowthorne, Berks. RUDOLPH PAYNE. 


Purkyne’s Letters 


Sir,—Having recently completed an edition of the com- 
plete works of J. Purkyné, I am preparing to publish his 
letters. In this connexion I am seeking especially letters 
which he wrote to the British physiologist Martin Barry 
(1802-1855), and also any letters which show Purkyné’s 
relations with the Royal Society. I should be grateful if 
anybody possessing letters by or concerning Purkyné, or 
anybody knowing of their whereabouts, would write to 
me.—I am, etc., 


Komenskeho ném 2, VLADISLAV KRUTA. 
Brno, Czechoslovakia 
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Obituary 


Sir HAROLD SCOTT, K.CMG., M.D., F.RC.P. 
FP.R.S.Ed 


Sir Harold Scott, formerly director of the Bureau of 
Hygiene and Tropical Diseases, London, died at his 
home at Braintree, Essex, on August 6, three days after 
his 82nd birthday 

Henry Harold Scott was born on August 3, 1874, the 
son of the Rev. Dr. Douglas Lee Scott, and was educated 
at the Mercers’ and City of London schools and at Uni- 
versity College, London. He received his clinical train- 
ing at St. Bartholomew's and St. Thomas's Hospitals, 
qualifying M.R.C.S., L.R.C.P. in 1897, after which he 
held the appointments of 
house-physician at St. 
Thomas's and _ resident 
medical officer at Teign- 
mouth, Dawlish, and New- 
ton Abbot Infirmary. 
After taking the London 
M.B. in 1900, he served 
in the R.A.M.C. with the 
South African Field Force 
until 1902, gaining the 
Queen's Medal with five 
clasps. He proceeded to 
the M.D. in 1907, and 
three years later accepted 
the appointment of Gov- 
ernment bacteriologist and 
pathologist in Jamaica, 
where he developed an interest in tropical medical prob- 
lems. He took the D.P.H. of the Irish Royal Colleges, 
with honours, in 1913. During the first world war he 
served as pathologist at the Cambridge Hospital, Alder- 
shot, in charge of a mobile laboratory, with the rank of 
honorary captain in the R.A.M.C. After demobilization 
he became Milner Research Fellow in comparative 
pathology at the London School of Hygiene and Tropical 
Medicine and obtained the D.T.M.&H. (Cambridge). He 
went to Hong Kong as Government bacteriologist and 
pathologist, and on returning to England he became 
pathologist to the Zoological Society of London. He was 
also a lecturer on tropical diseases at the Westminster 
Hospital Medical School, and examiner for the Conjoint 
Board and Liverpool University. From 1928 to 1930 he 
was medical secretary to the Colonial Medical Research 
Committee. Elected a Member of the Royal College of 
Physicians of London in 1916, he became a Fellow in 
1925. He was elected a Fellow of the Royal Society of 
Edinburgh in 1917. Appointed C.M.G. in 1936, he was 
promoted K.C.M.G. five years later. He became a 
Fellow of the Royal Society of Tropical Medicine and 
Hygiene in 1911, and was local secretary for South China 
and Hong Kong in 1921, member of council in 1922, 
Vice-president 1937-9, and President 1943-5. Since 
1935 he had been honorary librarian to the Society. 

In 1930 Scott was appointed assistant director of the 
Bureau of Hygiene and Tropical Diseases, becoming 
director in succession to the first director, Sir Arthur 
Bagshawe, in 1935, and holding the appointment until 
he retired in 1942. When assistant director he instituted 
a supplement to the Tropical Diseases Bulletin consist- 
ing of summaries of the annual medical reports from the 
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British Colonies and Dependencies. He summarized 
these himself for the first five years, and after that he 
edited the supplement, which continued until 1950. 
During his time as director the Bulletin of War Medicine 
was created between the Bureau, the Medical Research 
Council, and the Services in 1940 ; it had a tremendous 
circulation among the Allied Forces. The Bulletin of 
Hygiene, which had been created in the Bureau in 1926, 
was from 1930 until the time of his retirement controlled 
by Sir Harold, and its form and content developed by 
him. 

While in Jamaica he contributed to the problem of 
“ vomiting sickness,” showing it was due to poisoning by 
unripe ackee fruit (Blighia sapida) which he found to be 
highly toxic. As Government bacteriologist in Hong 
Kong he added much to the knowledge of tuberculosis 
amongst the poorer-class Chinese. Later when patholo- 
gist to the Zoological Society of London he compared his 
300 post-mortem studies of fatal human cases in Hong 
Kong with similar studies of animals dying of tuber- 
culosis in the Zoological Gardens. The results were 
published by the Medical Research Council in 1929, and 
threw new light on the pathology of the disease. Other 
works from his pen include Health Problems of the 
Empire (1924), a book written in collaboration with the 
late Sir Andrew Balfour, and Some Notable Epidemics 
(1934). In 1937-8 he delivered the FitzPatrick Lectures 
before the Royal College of Physicians of London, dis- 
cussing the conquest of disease in the Tropics; these 
lectures formed the basis of his great work, The History 
of Tropical Medicine, published in two volumes in 1939 ; 
this work was described in the Times Literary Supple- 
ment as by far the best of its kind. With Major-General 
D. T. Richardson he published. the British Red Cross 
Manual of Tropical Hygiene (1946). He also edited the 
Proceedings of the ninth International Congress on In- 
dustrial Medicine in 1948. His Presidential Address to 
the Royal Society of Tropical Medicine and Hygiene in 
1943 on the influence of the slave-trade in the spread of 
tropical disease was of great interest, and his Festival 
of Britain lecture in 1951, entitled “ Some British Contri- 
butions to Tropical Medicine,” was outstanding. Scott 
loved his well-stocked library. He was a great scholar, 
well versed in classical Greek and Latin, and able to 
read at least five modern languages. His contributions 
to preventive medicine were very considerable and his 
critical reviews of current medical literature invaluable. 
His passing leaves a gap in tropical medicine that is un- 
likely to be filled. 

He was twice married. First in 1899, to a 
daughter of the Rev. d’Arcy Harrington Préston, of 
Attleborough. She died in 1933. In the following year 
he married Eileen Anne, daughter of the Rev. R. P. 
Prichard, of Wilburton, who survives him. His only 
son predeceased nim. 


Sir PHILIP MANSON-BAHR writes : 

It was a great privilege to know a personage like Harold 
Scott for so long and to profit so materially from 
his friendship. I first came into contact with him in 1922 
when he returned from Hong Kong—a very sick man with 
sprue. I do not remember ever having seen a more acute 
attack of this unpleasant disease, and I was much impressed 
with the entirely detached view he took of his most serious 
illness. I then began to learn what a truly great person 
had come into my life and what a list of triumphs he already 
had behind him. He had been making discoveries of great 
importance whilst I was still a callow youth. He had served 
in the South African War and had contracted typhoid in 
one of the insanitary camps in Maritzburg. Subsequently 
he began to suffer from a heart flutter which was later (after 
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the advent of the electrocardiograph) diagnosed as auricular 
fibrillation, and this alarming disability was to plague him 
for the remainder of his life. In 1901 he was the first 
to isolate the Klebs—Loeffler bacillus from veld sores and 
therefore to establish the entity of cutaneous diphtheria. He 
next made his mark in Jamaica, where he described very 
accurately the cysts of Entamoeba histolytica at a time when 
the morphological distinctions of this parasite were still 
under discussion. His work in Jamaica was further distin- 
guished by his elucidation of“ vomiting sickness ” as ackee 
poisoning, and the description of a deficiency disease first 
described as “central neuritis,” a discovery quite recently 
confirmed as the “ ataxia syndrome ” or Strachan-Scott syn- 
drome. There has been abundant testimony, as a result 
of further research in Jamaica, to the correctness of Scott's 
views on vomiting sickness and that the phenomena 
of this disease are due to hypoglycaemia. In Hong Kong 
he produced his great work on the spread of tuberculosis 
amongst the non-immune Chinese. His term as Prosector 
at the Zoological Society in the late ‘twenties was of the 
greatest scientific interest and his reports of a standard 
rarely surpassed. He was a most versatile person and won 
laurels as a helminthologist under Professor R. T. Leiper 
in his researches on Hymenolepis at the London School of 
Hygiene and Tropical Medicine. In later years he was 
to become even more famous as the Director of the Tropical 
Diseases Bureau, where his iearning and sense of accuracy 
earned him world-wide esteem. Finally he crowned his 
most successful career with his monumental History of 
Tropical Medicine. However, his first medical book, Post- 
graduate Clinical Studies (for the general practitioner), pub- 
lished in 1907, should not be forgotten and should still be 
read by medical students of the present day. 

No one who met Scott could fail to be impressed by his 
endearing qualities of friendliness and helpfulness. He was 
a fund of information of the most accurate kind. I always 
stood in amazement during the examinations of the Conjoint 
Board, when I had the pleasure of being associated with 
him. He was without doubt the best-informed, most patient, 
and fairest examiner I have ever met. By his death at 
the ripe age of 82, and after a period of patiently borne 
suffering, we are reminded that his life’s work represented 
an epoch in the conquest of tropical diseases, and realize 
that his name will go down with those of the great pioneers. 


R. SCOT SKIRVING, M.B., F.R.A.C.P., F.R.CS. 
F.RA.CS. 

We are indebted to Sir GoRDON GoRDON-TAYLOR for the 

following appreciation : 

Perhaps a few lines in the Journal may be granted to an 
old friend of Robert Scot Skirving to add to the excellent 
obituary notices which have already appeared (August 4, 
p. 306)? Robert Scot Skirving was elected to the Fellow- 
ship of the Royal College of Surgeons of England in 1953 
and belonged to that group of nonagenarian Fellows of 
the College which includes Matas, of New Orleans, and 
Bastianelli, of Rome, and Sir William Coates, of Man- 
chester. Scot Skirving had a distinguished undergraduate 
career at Edinburgh University, and on account of his 
youthful years he had to wait before proceeding to gradua- 
tion. The nomadic spirit in him directed his steps to Vienna, 
where he attended the clinics of Theodor Billroth, Adam 
Politzer, and Ferdinand von Hebra, and he also visited 
Germany and the Rotunda in Dublin. One of his addresses, 
published in 1926, presents a series of vignettes of the great 
Edinburgh physicians and surgeons of the ‘seventies and 
*eighties of last century: Skirving had seen a limb removed 
at the hip-joint in 30 seconds, although he had never wit- 
nessed the removal of an appendix until he performed an 
appendicectomy himself. He did not think that Lister was 
a nervous operator, although perspiration poured in torrents 
from him; Spence was “ prostatically teased” before any 
big operation ; Heron Watson was the best of all, a great 
gourmet and looked like Napoleon III. Multiple hospital 
appointments were not unusual in Sydney in those distant 


days: MacCermick flitted from institution to institution, 
nor did there seem any extraordinary incongruity in Scot 
Skirving holding the appointment of physician at one hos- 
pital and surgeon at another. Had not his old chief, Sir 
Douglas Maclagan, been President of the Edinburgh College 
of Surgeons and subsequently President of the College of 
Physicians ? 

Throughout his life Scot Skirving’s greatest passions, apart 
from his profession, were the sea and literature. He was 
born not far from the East Lothian shore of that arm of the 
North Sea which has played so famous a role in British 
naval history, and he closed his eyes hard by Sydney 
harbour and the Pacific beyond the Sydney Heads. He had 
been destined for the Royal Navy, and only some technical 
niceties of age frustrated this ambition. Undaunted by the 
disappointment, he served in the Merchant Navy training 
ship Conway in the Mersey, and at the time of his death 
he was the oldest Conway boy. He went as an apprentice 
in the 1,057-ton sailing ship Tantalloa Castle to Port 
Adelaide, returning round Cape Horn and reaching Britain 
severely ill with beriberi. His medical training separated 
him from the sea for a year or two, but Australia beckoned 
to him once again, and in 1882 he sailed as medical super- 
intendent of the emigrant barque Ellora, and after work- 
ing in the country districts of New South Wales and Queens- 
land he went to Sydney to assume the post of medical super- 
intendent of the Prince (now Royal Prince) Alfred Hospital. 
For sailing and for the “small ships” he had a great love, 
and with MacCormick began his yachting by buying 
“Chinese canoes.” Scot Skirving held a master mariner’s 
certificate from 1904, and was one of the foundation mem- 
bers of the Sydney branch of the League of Ancient 
Mariners. He wrote a novel about the sea entitled Love 
and Longitude, and a book on the splicing of ropes in 
which he employed x-ray photographs to demonstrate the 
interior of the ropes. His intense affection for his old 
Edinburgh chief, “‘ Dismal Jimmy” Spence, may not have 
been unrelated to that surgeon's previous voyages in ships 
of the East India Company. Even his own appointment 
as a surgeon to St. Vincent’s Hospital, Sydney, was deter- 
mined by his seamanship and courage and by the weighty 
support of a fellow yachtsman. Whether it was the call of 
the sea or the fighting spirit of his forebears that determined 
him to accompany his friend Sir Alexander MacCormick 
in the New South Wales contingent to the South Africa war 
I know not. Did not his ancestor, Black John Skirving of 
Plewland Hall, bear the standard of the Earl Marshal of 
Scotland on Flodden Field ? He was to lose a son at Suvla 
Bay and himself to serve in Britain and France in the 1914- 
18 war, though already nearer to 60 than 50 years of age. 

His love of literature and of learning was in his very 
blood. Had not his ancestor, Adam Skirving, written 
Jacobite songs, including “ Hey, Johnnie Cope”? Had 
not his own father known and disputed with Thomas 
Carlyle? Was not his father one of the pall-bearers 
when Jane Welsh Carlyle was buried in the Abbey Church 
at Haddington ? Had not Robert himself known 
Robert Louis Stevenson in his Edinburgh student days ? 
Scot Skirving had a diligent pen, light as thistledown, and 
he wrote over 90 articles, essays, etc., on medical, nautical, 
historical, and general subjects. Perhaps it will be as a 
clinical teacher that some of the older practitioners will 
remember him best. The time that he spent as dresser to 
the great Joseph Bell, the prototype of Sherlock Holmes, 
had not been wasted, and there were the Edinburgh stories 
to retell to his Sydney students, Despite his age, his 
enthusiasm was unquenchable, and only a few weeks before 
his death he wrote to me about an operation performed for 
the excision of an abdominal aneurysm and its replacement 
by an aortic graft which he had watched for four hours in 
one of the Sydney hospitals. To the end of his days he 
visited his consulting-rooms, although doubtless on these 
occasions he saw and conversed with more medical col- 
leagues than with patients. His infectious gaiety of spirit 
may have come from his ancestry, for the Skirving family 
originally came from Bordeaux, and his mother also was 


of French as well as Irish descent. 
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Perhaps Scot Skirving’s epitaph was truly written by an 
Edinburgh physician over 50 years ago in one of the testi- 
monials now in front of me which “Scot S.” used as his 
application for the appointment of assistant physician to 
the Prince Alfred Hospital: “A gentleman in feeling and 
breeding, and actuated by high moral principles, he is 
possessed of those personal attributes which make him the 
best and most desirable of colleagues.” 


T. BATTERSBY JOBSON, M.D., D.P.H. 


Dr. T. Battersby Jobson, who inaugurated the ear, nose, 
and throat department at the Royal Surrey County 
Hospital, Guildford, died suddenly on August 1 at the 
age of 84. After giving up his hospital work in 1946, 
on account of age, he continued to specialize in private 
practice, seeing a patient on the morning of the day on 
which he collapsed. He was blessed with remarkably 
good health throughout his long and active life, apart 
from an attack of diphtheria which he contracted from 
a patient on whom he performed an emergency tracheo- 
tomy in 1929. 

Thomas Battersby Jobson was born at Donaghdee, 
Naas, Co. Kildare, on July 22, 1872, and was educated 
at Cork Grammar School ; Fawcett’s School, Cork ; and 
Cranbrook School, in Kent. He entered Trinity College, 
Dublin, where he graduated B.A., winning the gold 
medal in natural science, in 1894. In the medical school 
he took the degrees of M.B., B.Ch. and subsequently the 
M.D. in 1897. He then worked at St. Bartholomew's 
Hospital, and took the D.P.H. of the English Royal 
Colleges in 1901. He engaged in general practice at 
Hendon and Ilford before the first world war, but, his 
mind turning towards special work, for which his educa- 
tion and temperament made him particularly well fitted, 
he became registrar at the Central London Throat 
Hospital in 1912-13. After the war, in which he served 
as a captain in the R.A.M.C. in England and Egypt, he 
lived at Guildford while undertaking special work in 
London. Appointed ear, nose, and throat surgeon to 
the Royal Surrey County Hospital, he inaugurated the 
department in 1919. It had grown to be one of the 
largest in the hospital when he retired in 1946. He took 
an active part in the affairs of the British Medical Asso- 
ciation, being a member for some time of the executive 
committee of the Guildford Division, and many meetings 
were held at his house. In 1944 he was elected president 
of the Section of Otology of the Royal Society of 
Medicine, an honour of which he was justly proud, as 
it comes to comparatively few whose work is done in 
the provinces. The subject which he chose for his presi- 
dential address was the audibility of the radio voice, 
and in preparing the address he enlisted the aid of Mr. 
John Snagge. Dr. Battersby Jobson’s name is associated 
with several improvements in technique and with certain 
inventions, such as Jobson’s scoop, an auto-anaesthetic 
apparatus, a mouth-breathing apparatus, and tonsil 
clamps. He was twice married. First, in 1905, to 
Muriel Maconechy, who was descended from John 
Hunter. His own family was also connected with 
Hunter, although more remotely. This relationship and 
connexion made him an enthusiastic Fellow of the 
Hunterian Society, and he made many interesting 
contributions to the Hunterian Museum. In recog- 
nition of his work he was elected an honorary 
Fellow of the Society in 1953. He had four children ; 
his son, Dr. P. H. Jobson, succeeding to his father’s 
position in the ear, nose, and throat department of the 
Royal Surrey County Hospital. Mrs. Jobson died in 
1933, after a long and painful illness. In 1935 he married 
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Miss Marjorie Minns, daughter of Dr. A. Minns, of 
Thetford, Norfolk, who survives him, together with his 
son and three daughters. 


Dr. J. Burnett Rag writes: Although our work took us 
along very different paths, I never lost my admiration for 
Jobson’s good judgment and the delicacy of his touch and 
skill, which always inspired confidence in his patients and 
made him many friends. He was essentially an all-round 
man. This was due no doubt in part to his wide experience, 
not only in medicine and surgery, but in everyday affairs 
and sport. He was always keen on athletics, cricket, and, 
especially, golf, winning many trophies at the latter game, 
including the Ulster Cup at the Annual Meeting of the 
B.M.A. at Porstmouth in 1923. He was not a man of many 
words and he greatly disliked public speaking, but behind 
all that he said and did was a depth of good thought and 
feeling. One of his older colleagues writes: “ In all the years 
I have known him, I do not think I ever heard him say an 
unkind word about anyone, and his untiring work at the 
hospital helped greatly to raise it from what was no more 
than a larger cottage hospital to what it is now.” With 
T.B.J. go some precious links with the past, but the 
memory of a good doctor and a fine man remains. 


E. W.S. writes: Dr. T. B. Jobson, like many provincial 
consultants in the past, graduated to his specialty through 
general practice. This method of adopting a specialty, now 
no longer possible in the National Health Service, may have 
had drawbacks, but it had the advantage of bringing with it a 
broader outlook both on the patient's difficulties and the 
needs of general practitioners. This quality contributed 
in no small way to Jobson’s success. After demobilization 
from the R.A.M.C. in 1918 he settled in Guildford. The 
staff of the Royal Surrey County Hospital at that time were 
all general practitioners except for an ophthalmic surgeon 
and a dental surgeon. The time was ripe for the creation 
of special departments, and it fell to the lot of Jobson 
to start the E.N.T. Department. Such was his energy and 
ability that soon the department was large and flourishing. 
The hospital was in a state of rapid development, both in 
size and efficiency, as other departments were being opened, 
and Jobson’s regular attendance and wise council on 
committees helped materially in this progress. I think the 
most outstanding side of his character was his unfailing 
kindness and good temper. 


Mr. DuGaLD Cameron, for many years surgeon to the 
West Kent General Hospital, Maidstone, died suddenly at 
Scarborough on July 31. He was in his 65th year, and had 
been in practice in Maidstone for nearly 30 years. Origin- 
ally intending to read law, Dugald Cameron, who was born 
on February 27, 1892, took his M.A. at Edinburgh Uni- 
versity in 1914. This date probably had a profound effect 
upon him, as upon many another. He joined the Royal 
Field Artillery for service in the first world war and was 
present at the Gallipoli landings. He rose to the rank of 
captain, was wounded several times, and was awarded the 
Military Cross. On his return to civilian life he read medi- 
cine at his old university, where he graduated M.B., Ch.B. 
in 1923. He then held the appointment of resident house- 
surgeon at Edinburgh Royal Infirmary. Later he became 
surgeon and medical superintendent at the Randolph Wemyss 
Memorial Hospital, Buckhaven, Fife, at the same time con- 
ducting a practice at Leven. He returned to Edinburgh to 
take his Fellowship of the Royal College of Surgeons of 
Edinburgh in 1928. In the following year he settled at 
Maidstone, and was appointed surgeon to the West Kent 
General Hospital. He served the town and the hospital 
with skill, experience, and faithfulness, and was still on the 
active list when he died. He leaves a widow and a son of 
19, who is studying law at London University. 


R.H.P. writes: Few would claim that mutual mag- 
nanimity was a conspicuous feature of the professions. 
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Yet even in Dugald Cameron’s lifetime it was remarked 
that he seemed to have no jealousy at all. However, one 
had only to hear him speak of incompetence or injustice 
to find that his attitude came from philosophy and not from 
softness. A lay friend described him as a dour Scot whose 
manner was not understood by all. I think it was understood 
by his patients and by all who knew him at all. He suffered 
in health in his last years, but concealed this entirely from 
his colleagues ; but he had not looked well in recent months. 
It is, perhaps, too easy to call a death tragic, but there can 
surely be no other word for Cameron’s untimely end, while 
on holiday, and a few short months before the retirement 
he had so very well earned. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


In Congregation on July 7 the following degrees were conferred : 


D.M.—C. W. Bariley. 

B.M.—G. Richman, J. A. F. Barnes, D. H. S. Stephens, K. P. S. Lumiey, 
E. A. Mortis, D. Y. Sharples, J. H. Scott-Wilson, A. B. Shrank, J. M. 
Brindle, H. L. Craig, R. D. Stedeford, D. A. Lillicrap, W. H. Clarke, 
Pamela M. Fullerton. 

Dr. A, G. M. Weddell has been appointed a Curator of the 
Bodleian Library for ten years from the first day of Michaelmas 
Term, 1956. 

The Horatio Symonds Studentship in Surgery for 1956 has 
been awarded to Michael Peter Wright, B.M., B.Ch., of 
Magdalen College. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At the quarterly comitia of the College held on July 26, with 
the President, Sir Russell Brain, in the chair, the following 
Fellows of the College were elected officers for the ensuing year: 
Harveian Librarian, Sir Charles Dodds, F.R.S.; Assistant 
Registrar, Dr M. I. A. Hunter. 

Sir Russell Brain was reappointed the College representative 
on the governing body of the British Postgraduate Medical 
Federation, and Sir Adolphe Abrahams on the Professional 
Classes Aid Council. Dr. T. C. Hunt was appointed as repre- 
sentative on the advisory committee of the Empire Medical Ad- 
visory Bureau of the British Medical Association, and Dr. J. 
Forest Smith on the council of the London Association for 
Hospital Services. 

The following lecturers were appointed for 1957: Lumleian, 
Dr. L. C. Hill; Goulstonian, Dr. R. Daley; Oliver-Sharpey, 
Professor J. R. Squire; Mitchell, Dr. F. P. Lee Lander; Langdon 
Brown, Dr. R. Bodley Scott; Marc Daniels, Dr. W. D. W. 
Brooks. For 1958: Croonian, Dr. P. H. Wood; FitzPatrick, Dr. 
W. S. C. Copeman; Watson Smith, Dr. M. Sydney Thomson. 

It was announced that the Murchison Scholarship for 1956 had 
been awarded to Dr. Alwyn Michael Parfitt 

The following, having satisfied the Censors’ Board, were ad- 
mitted Members of the College: 

G. M. Aber, M.B., B. G. Barnard, M.B., A. R. Bird, MB., G. H. 
Blair, M.B., J. Blake, H. D. Breidahi, M.D., D. H. Davies, B.M.. 
R. E M.B., R. 
Farrell, M.B., I. B. mu M.B., C. J. Hayter, M.B., ‘ 
MB.. E. W. Jones, M.B., R. V. Jones, M.B., Captain, R.A.M.C., G. F 

M.B., b &. Morris B.M., A. D. ‘Munro- 
Faure, B.M., J. F. Niall, M.D. I. C. S. Normand, B.M., Captain, 
R.A.M.C, N. J. O'Doherty, M.B., G. Pampiglione, M.D., A. t. Popert, 
M.B., M. Rayne, M.B., H. B., D ° 
Sidaway. M.B., F. G. Silberberg. M.B., K. ‘Sinclair, M.B.. Isabel G Smith, 

M.B., R. W Smithells, R. Sougin-Mibashan, M.D., J. L. Stubbe, 
M.D., Bidi M. Wild, M.B., W. E. Wilson, M.B., K. G. Wormsley, 
M.B., S. Zwi, M.B. 

Licences to practise were conferred upon the following 122 
candidates who have passed the final examination in medicine, 
surgery, and midwifery of the Conjoint Board and who have 
complied with the bylaws of the College: 


E. O. O. Arbenser, G. M. D. Archer, G. W. Arthur, J. K. Arthur, 
R. M. Baddeley, B. H. Bee, N. C. Bhandari, R. M. L. Bowles, P. H. 
Boyle, R. P. Britt, J. R. Burgess, Barbara L. Burroughs, G. W. Chance, 
M. D. B. Clarke, G. Cohen, Elizabeth A Coles, F. L. W. Collings, 
D. C. Colwell, M. R. Colwill, B. J. E. Cooke, C. C. Cory, G. Cowburn, 

J. Darch, J. K. Dauncey, D. B. A. Li. Davies, W. H. E. Davies, 
B. P. 7 . R. A. Delevante, G. C. Denton, T. S. Dogra, 
J. N. Drinkall, C. J. Drouet, G. a Duncan, Elizabeth M. Everard, 
G. W. B. Fowler, C. A. Fox, M. Galton, 
. B. Sun. B. H. Grundy, A. L. Gunn, 
Ursula H. Hamilton, D. B. Hill, T. W. Hoskins, H. J. Hoyland, B. D. 


Hughes, I. Hughes-Davies, M. Jewell, P. G. John, G. C. A. 
Kemavor, R. C. M. Kew, C. 


F. Leila Liebster, Locke, E. C. Long, K. Longstaff, 
W. S. B. Loosmore, E Lord, J. B. Lynch, Margaret J. McBroom 
A. J. Mann, N. M. C. Mayne, B. S. Merry, K. F. C. Muncey, D. J. R. F 
Nash, F. O. Negbencbor, M. G. B. Noel, D. E. Page, P. A. Parish 
P. B. Parnaby, D Parrott, P. T. Pe W. F. Perera, B. Ph 

J. Li. Provan, Shirley G. Ratcliffe, M. D. Rawson, F. Richards 
F. N. Ri Roberts, E. D. Rosen, C. A. Rushton, R. J. Rushton 
J. R Sandford D. A. Sansome, unders, P. Seed, G. F. 


Shah, A A.-cl-F. Shandall, E. M. Skinner, M. G. Smediey, B. Smith. 
Jacqueline A. K. Smith, R. W. M. es. R. * C. Southcon, S. J. 
Steele, M. A. Stewart, J. D. Stirtand, G. Taylor, P F. Teebay, I. A. D. 
Todd, R. S. Walton, M. J. Watson, “ G. Watson, L. G. Whitby. 

i G. BE. GC. Wi P. Williams, D. Wilson, R. H. 
Wilson, C. W. O. Windsor, P. Wetmsseak, H. O. Wooller, G, Yates, 
J. M. Young, M. J. Young. 


The following diplomas were conferred jointly with the Royal 
College of Surgeons of England: 


ANABSTHETICS.—Mary P. Armstrong, S. Baigel, T. W. 
R. C. Bellingham, E. D. Bennett, G. Berry, J. Biggins, T. R. Bomonii, 
Eileen S. Browne, A. F. Back, J. C. Burt, G. W. Burton, D. C. T. Bush, 
Anne Cairns, M. S. Chayen, T. H. Chillingworth, Pauline M. Collins, 
H. R. P. Coutanceau, Davina M. Cowan, N. Cc. Das, R. D. McC. Davie. 


Patricia Gorman, W. H. Graham, R J. 3. Gray. T. Grogan, M. Grossberg, 
T. K. mate, S. Harrison, R. D'A. Harvey-Kelly P. J. Healy, W. J. Hegarty. 
A. W. Housby, J. D. Hunter, Frances C. E. Hutchison, C. G. Ingram. 
Bery! E. Gack D. C. Jackson, J. B. Jacovelli, S. W. Kemp, M. H. Lawrence, 
J. W. Leach, A. F. M. Littl, C. G. Lioyd, H. F. F.- Lorang, J. D. 
Lumsden, M J. Lyons, Betty McCarthy, D. T. » 
MacDonald. Margaret E. McMullin, W. D. McNaul, D. M. McWilliams, 
Hannah M. R. Marks, Shelagh Mathias, F. X. Micallef, J. B. Montgomery, 
T. R. Morley, C. Moss, Sheila M. Mullally, Jean C. Munro, T. J. Nagie, 


A. 

Isabella R. Paterson, L. A. Phillips, t Pimblett, Barbara A. Renwick. 
J. Rintoul, Lydia J. Rose, Rosamund ©. F. Shanks, P. Steward, A. P. 
Thomas, Sheila M. Topping. M. E. Tunstall, Margaret M. Voysey, Ethna A 
Walsh, C. S. Ward, D. J. Waters, Dorothy A. Wescott, Mary F. West. 
W. M. Wilkinson, Cynthia M. Worrall, S. Yousuf. 

Dietoma iw Heatta.—K. D. Coorey, C. Lucey, T. Valaes. 

Dietoma ts InpusteiaL HeattH.—J. R. Bowker, A. J. de Villiers, J. E 
Epsom, T. A. Evershed, M. N. 
eaten, J. K. Sehgal, A. S. Sethi, K. N. Sharma, D. Tingle, M 

ville 

DirLoMa IN LaRYNGOLOGY AND OtoLocy.—I. E. Backwell, Margaret V 
Bickerton, V. Briffa, S. Das Gupta, L. S. Goldman, G. B. Hill, D. A 
James, D. A. L. Lourensz, A. M. K. Mojlis, R. R. Patel, J. S. Ritchie. 
T. S. N. Sinha, J. A. van der Merwe, R. W. Ware, J. S. H. Whitehead 

W. Atukorala, P. E 
Bilimoria, W. H. Bourne, Eva E. Epstein, W. A. Evans, B. B 
Fazackerley, A. ra Kouppas, B. Kramer, J I. Levy, N. J. McKellar. 
D. G. Potts, M. A. Rahman, M. C. Stevens, D. A. Symers, V 
Visweswariah, M. Weerasena, 

Dietoma IN MepicaL RapioTHerarpy.—G. A. B. Cowan, I. Fix, G. E. 
Fiatman, J. A. G. Holt, N. Howard, R. J. R. Johnson, B. Lall, Marjorie E. 
Nobbs, J. S. Scott, A. K. Turnbull, Eileen M. Williamson. 

Dietoma Patnotocy—J. G. Azzopardi, E. F. Bowers, R. R. 
Chaudhuri, Helen L. D. Duguid, R. J. Elvy. A. F. Ollerenshaw, Carolyn C. 
Rigby, A. M. Womack. 

Dietoma tN OpHTHaLMoLocy.—H. Akhtar, J. Anderson, E. J. Arnott. 
R. Banerji, K. K. Biddappa. J. S. Brown, D. H. Coop, Margaret E. Coop. 
A. J. Dark, Doris M. Davies, G. B. Davies, Jean A. Fairhurst, C. R. 
Fenton, A. D. Fox, A. H. Haley, Mary J. L. Hall, S. A. Husain, S. I. 
Husain, A. G. H. Ishak, C. R, Kanagasundaram, V. V. Kayarkar, T. H. 
Khan, S. Kumar, O. Lawrence, E. C. B. Mackey, E. A. McWilliams, 
O. Odd, H. N. O'Donoghue, M. E. Spee. Y. P. Singh, I. B 
Speight, S. Stead, Hilary K. R. Steen, E. J. Trenerry, P. L. Wong. 

Dietoma Mepicine.—S. K. ‘Banerice. S. K. Duta, T. G 
Hovenden N. R. Lewis. 

DipLoMa IN PsYCHOLOGICAL Mepicine.-W. McC. T. Baasher, 
L. B. Bartlet, Enid Caldwell, A. Capstick, A. Chakraborty, A. Clark, 
D Cranwen. J. L. Crammer, M. S. De Mowbray, G. P. 3: Fernando, 
R. T. D, Franklin, N. G. Fraser, J. A. Gorst, Sarah K. R. Gray, A. C. 
F. Hodgson, J. A. Hutchinson, I. M. Ingram, S. Iskandar, 


Mellor, T. J. K. Merritt, H. Nichol, C. Ounsted, R. A. Pargiter, J. M. 
Pencheon, N. J. Prichard, P. E. Rixon, P. P. E. Savage, J. P. Scrivener, 
B. P. Shah, A. Sittampalam, P. M. Tow, H. J. Walton, R. D. Watson, 
N. V. Wilkinson. J. L. Wilson, Lorna G. Wing. 

tN Puatic Heavta.—Colina C, Adeniyi-Jones C. C. A. Adeniyi- 
Jones, O. B. Alakija, Margaret M. Bates, B. H. Burne, Margaret Capra, 
Engenie F. Coctzer, Marjorie T. Dare, Rachel Jacobs, Katie Keane, 
Anne D. Lepine, Joan M. MacCarthy, R. D. MacLean, May T. McQuaid, 
Geraldine T O'’Carrofl. A. A. Qureshi, P T. Regester, G. A. Roberts, 
S. K. Sarkar, Marjocie Smail, Gwendolyn R. Tapp, T. B. Whitehead. 

Diptoma IN Tropical Mepicine anp Hyoiene.—D. M. Du Toit. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on July 26, with 
Sir Harry Platt, President, in the chair, the Handcock Prize was 
awarded to R. D. C. Southcott, of Guy’s Hospital Medical School. 

Diplomas were granted, jointly with the Royal College of 
Physicians of London, in Anaesthetics, in Child Health, in In- 
dustrial Health, in Laryngology and Otology, in Ophthalmology, 
in Medical Radiodiagnosis, in Medical Radiotherapy, in Psycho- 
logical Medicine, in Physical Medicine, in Public Health, in 
Tropical Medicme and Hygiene, and in Pathology to the success- 
ful candidates whose names are printed above in the report of 
the meeting of the Royal College of Physicians of London, also 
held on July 26. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending July 28 
(No. 30) and corresponding week 1955. 


Figures of cases are for the countries shown and London administrative 
county Figures of déaths and births are for the 160 gercat towns in 
Englend and Wales (London included), London administrative county, the 
1? principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Irciand, and Eire, the Ministry of Health 
and Local Government of N_ Ireland, and the Department of Health of Eire 


CASES 1956 1955 
in Countries ; i 2 
Diphtheria 3 0 0 7 2 0 1 
Dysentery 843} 89) 1 34, 155| 20 
Encephalitis, acute 5 0 0 0 
E nteric fever: 
Typhoid 4 0 0}; 15 6 1 1 0 1 
Paratyphoid 25; 4/2(B)) 6 3} 
Food poisoning 419; 25 5 461; 18 3 
Infective enteritis or 
diarrhoea under 
2 years .. 12) 28 18; 50 
Measies® .. | 3,270] 363 81| 31/216] 12,100] 166; 64| 86] 155 
infection 19 2; 2 24 2| 17 2 
Ophthalmia neona- 
torum 45 0 6 0 43 2 3 0 
Poliomyelitis, acute: 121 
Paralytic 1 
Non-paralytic .. 89 2 } 2) 14 
Puerperalfevers ..| 203} 1 240 
Scarletfever ..| 36, 39 14] 342 29) 28) 10, 4 
Tuberculosis: 
Respiratory . 641, 56) 101; 15 654) 103; 109) 17 
Non-respiratory 73 4 6 78; it) 
Whooping-cough.. | 2,388| 208| 186 34] 61 1,708} 74) $0, 84) 112 


DEATHS 


in Great Towns | | 
ws 
Diphtheria at 0} 
——} 
Dysentery ‘ 0) 
Encephalitis, acute | 
Enteric fever bd 
infective enteritis or 

diarrhoea under | 

2 years . . 4 0 1 1} 0 8 0 3 0 0 
influenza... s| 2} of 2) o| 
Meningococcal | 

infection 0 1 0 
Pneumonia 137) 20) 134) 13} 

Respiratory .. 

Non-respiratory } o 3 Oo 2 1 
Whooping-cough. . ry o| o 0 0 
Deaths year ..| 28| 482] 8| S| 184) 22) 2s] 7) 12 
Deaths (excluding | | | 

stillbirths) 4,527) | 123 4,349 459| 87) 136 
LIVE BIRTHS 7,748 | 7,836) 929 432 
STILLBIRTHS.. | 208! 16) 


* Measles not notifiable in Scotland, whence returns are approximate. 
* Includes primary and influenzal pneumonia. 
Includes puerperal pyrexia. 


VITAL STATISTICS 
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Vital Statistics 


Poliomyelitis 


Poliomyelitis notifications in the week ending August 4 
(31st week of the year) were as follows: Paralytic 73 (71), 
non-paralytic 58 (89), total 131 (160). This is a decrease of 
29 compared with the previous week, the figures for which 
are in parentheses. 

Cases notified from the beginning of the year (with rate 
per 100,000 population in parentheses) are as follows for 
districts of relatively high incidence: Macclesfield M.B. 25 
(69): Whitehaven M.B. 22 (87); Ennerdale R.D. 18 (63); 
Yeovil M.B. 19 (79); Guildford M.B. 32 (64); Manchester 
C.B. 212 (30); Woking U.D. 17 (30); and Reigate M.B. 
16 (33). 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus - ----- , the figures for 
1956 thus ————. Except for the curves showing notifica- 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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BRITISH MEDICAL JOURNAL ADVERTISEMENT 


Take 


any cro wd s in it you are certain to find some who are 
hypersensitive to substances regarded as inoffensive by 
most of us. But discomfort and distress are not inevitable 
results of exposure to offending allergens. 

Whenever symptoms of allergy or sensitization limit the 
patient’s activities, treatment with one of the M&B brand 


ANTIHISTAMINIC 
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NPROMETHAZINE HYDROCHLOKID 
THE ANTIHISTAMINIC WITH 

PROLONGED ACTION 


An M&B brand medical product 


DISTRIBUTORS: PHARMACEUTICAL 


antihistaminics is indicated for prompt symptomatic relief. 


‘ANTHISAN’ 50 and 100 mgm. tablets - Elixir-25 mgm. per 
3-6c.c. (approx. 1 teaspoonful) -2-5%, solution for injection. 
‘PHENERGAN’ 10 and 25 mgm. tablets - Elixir—5 mgm. per 


3-6c.c. (approx. | teaspoonful) -2-5°, solution for injection. 
Detailed information is available on reques’ 


MANUFACTURED BY 


MAY & BAKER LTD 
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It is true that no other cheese is like St. 
Ivel, not only is this because no other cheese 


has the delicious Cheddar flavour and creamy 
texture, but also because it is the only cheese 
18 containing Lactobacilli in active form. 


The reason for this is that instead of using 
an ordinary cheese starter of lactic strepto- 
cocci, a culture of specially selected strains 
of Lactobacilli is used. The cultures are 
maintained by professional bacteriologists 
with specialized knowledge of bacterial 


In 1C at e selection and genetics. 
Great importance is attached to this aspect 


; and to the nutritional requirements of the 
Lactobacilli so as to maintain the activity of 
. .. Delrosa Rose Hip Syrup provides Vitamin C in the culture in the cheese after manufacture, 
a convenient form. It is readily tolerated by babies, and to ensure maximum therapeutic value. 
and children of all ages find it extremely palatable. 
Delrosa is made from rose-hips, the richest source of 
Natural Vitamin C and contains nearly three times 
as much Vitamin C as Blackcurrant Syrup B.P.C. | Conmunications should be addressed 
and three times as much as Fresh Orange Juice. to: The Director, Central Labora- 


tory, Aplin & Barrett, 
Lid., Yeovil, 


Special hospital packs available. 


| 


Every fluid ounce of Delrosa contains 57 mgms. of Vitamin C, 


We shall be pleased to send a full size 
bottle for clinical trial, on request. 


ROSE HIP SYRUP 


FRESH UP FROM SOMERS 


SCOTT & TURNER, ANDREWS HOUSE, NEWCASTLE-UPON-TYNE, 
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VITAL STATISTICS 


* = 
427 


900, ACUTE POLIOMYELITIS 


700 
Highest 1947-55 


WUMBER OF CASES 


4 8 t2 6© 2 24 3S 40 44 4 

WEEKS 


Week Ending August 4 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 426, whoop- 
ing-cough 2,146, measles 3,220, acute pneumonia 196, acute 
poliomyelitis 131, dysentery 603, paratyphoid fever 8, and 
typhoid fever 1. There were no cases of diphtheria. 


Infectious Diseases 


The notifications of infectious diseases did not show any 
large fluctuations in England and Wales in the week ending 
July 28. Notifications of scarlet fever rose by 43, from 
530 to 573, and of measles by 19, from 3,251 to 3,270. 
Whooping-cough notifications fell by 170, from 2,558 to 
2,388. The decline in dysentery notifications also continued, 
from 970 to 843, a fall of 127. Notifications of paratyphoid 
fever rose from 16 to 25, while those of typhoid numbered 
4 as in the previous week. 

Of the paratyphoid notifications, 5 came from Yorkshire 
West Riding (Leeds C.B. 4, Morley M.B. 1), 4 from Kent 
(Bexley M.B. 4), 4 from London (Bethnal Green 1, Camber- 
well 1, Fulham 1, Hammersmith 1), and 4 from Middlesex 
(Acton M.B. 1, Hendon M.B. 2, Tottenham M.B. 1). 

In Lancashire 89 cases of food-poisoning were notified, 38 
more than in the previous week ; the main centres were 
Oldham C.B. 35, Liverpool C.B. 17, and Royton U.D. 14. 
In Warwickshire 68 cases were notified, an increase of 61 
over the previous week’s cases ; the rise was due to an out- 
break at Birmingham C.B. 64. 


Medical News 


International Action on Atomic Energy.—International 
co-operation in the field of nuclear energy is quickening and 
extending. The council! of the International Organization for 
Standardization—a body of which the British Standards 
Institution is the United Kingdom member—has decided 
that its technical committees should turn at once to the 
question of securing agreed international standards. The first 
standards to be dealt with are those concerned with termino- 
logy, definitions, and symbols ; safety standards for protec- 
tion against radiation hazards; and standards for the safe 
and effective operation of reactors. Taking advantage of 
the recent meeting of the First International Congress of 
Human Genetics (see p. 412), W.H.O. convened an inter- 
national study group in Copenhagen immediately after it to 
discuss the effects of radiation on human heredity. The 
W.H.O. group, which includes among its members Professor 
L. S. Penrose, F.R.S., Dr. T. C. Carter, Dr. W. M. Court 
Brown, Dr. C. A. B. SmrtH, and Professor A. C. STEVENSON, 
began its meetings (which were due to last for a week) on 
August 7. Other evidence of international co-operation is 
the signing in London on July 31 of a ten-year agreement 
between Britain and Western Germany on the peaceful use 
of atomic energy. The agreement provides for Western 
Germany to obtain from Britain research reactors and their 
fuel, training facilities at the Atomic Energy Authority, and 


certain unclassified information on the design and operation 
of nuclear reactors. 


New Surgeon-General.—Dr. L. E. Burney has succeeded 
Dr. Leonard A. Scheele as surgeon-general of the United 
States Public Health Service. Dr. Scheele resigned un- 
expectedly last June (see JourNAL, July 14, p. 109). Dr. 
Burney, who is 49 years of age, has been an assistant surgeon- 
general for the past two years. Most of his professional 
life has been in the public health service, and he served as 
public-health commissioner in Indiana from 1945 to 1954. 
The surgeon-general’s salary is $22,626 per year. 


Intradermal T.A.B. for Boosting—The War Office 
announces that in future the Army booster doses of T.A.B. 
will be given “ into the skin,” not under it. This is to avoid 
the usual reaction from T.A.B., which it is stated “is asso- 
ciated with the giving of an injection under the skin.” Intra- 
dermal injection has not been adopted earlier, in spite of 
its known low reaction rate, because there were doubts about 
the immunity it conferred. Now, states the War Office 
announcement, evidence from the United States that the 
method is effective for reinoculation against enteric (though 
inadvisable for primary inoculation), and favourable con- 
firmatory experiments at the Army vaccine laboratories at 
Everleigh, allow the change to be made. The Army is 
continuing its investigations of the intradermal technique, 
with the object of adapting it to both primary inoculation 
and combined prophylactics. 


Dr. Ravdin Honoured.—The Royal College of Surgeons 
of England announces that it has conferred its honorary 
fellowship on Dr. I. S. Ravom, of Philadelphia. Dr. Ravdin 
is the chairman of the Board of Regents of the American 
College of Surgeons and is professor of surgery at Penn- 
sylvania University. He intends to visit London in Decem- 
ber, when he will sign the Roll of Honorary Fellows and 
deliver a Moynihan lecture at the College. 


London University.—Dr. NormMaN Morris, first assistant 
in the obstetric unit at University College Hospital, has 
been appointed to the university readership in obstetrics and 
gynaecology tenable at the Institute of Obstetrics and Gynae- 
cology. Mr. H. M. Pickarp has been appointed to the 
university readership in conservative dentistry tenable at the 
Royal Dental Hospital of London. 


Harben Lecturer.—Professor Puitip Drinker, professor of 
industrial hygiene at the Harvard University School of Public 
Health, has been appointed Harben lecturer for 1956 by the 
council of the Royal Institute of Public Health and Hygiene. 
Professor Drinker will give his lectures next year (May 13, 
14, and 15) in London. His subject will be “ Air Pollution 
and the Public Health.” 


COMING EVENTS 

Institute of Biology.—-A symposium on “ The Biology of 
Ageing” will be held on September 27 and 28 in the 
Anatomy Theatre, University College, London, W.C.1. 
Details from the general secretary, Institute of Biology, 41, 
Queen’s Gate, London, S.W.7. 

European Association Against Poliomyelitis..-Annual 
symposium, at Bologna, September 20-22. Details from the 
general secretary, European Association Against Polio- 
myelitis, 67, Boulevard A. Reyers, Brussels. 


Association of Anaesthetists of Great Britain and Ireland.— 
Annual meeting at the Royal College of Surgeons, 45, 
Lincoln's Inn Fields, London, W.C.2, on November 1 and 2. 
Those wishing to read papers should send a 250-word 
summary to the secretary before August 30. 

Sixth Congress of the Society of — 
Copenhagen, August 26-31, 1957. Details from the 
secretary-general, Blegdamsvej 11, Copenhagen, Denmark. 

International Symposium on Medical-Social Aspects of 
Senile Nervous Diseases.—Venice, July 20 and 21, 1957. 
Details from the secretariat, Viale Morgagni 85, Firenze, 
Italy, 
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Twelfth International Congress on Occupational Health.— 
Helsinki, July 1-6, 1957. Details from the secretary-general, 
c/o Tyéterveyslaitos, Haartmaninkatu 1, Helsinki-T66lé, 
Finland. 


Sixth International Congress of Otolaryngology.—W ash- 
ington, D.C., May 5-10, 1957. Details from the general 
secretary, 700, North Michigan Avenue, Chicago 11, 


Illinois. 
NEW ISSUES 


British Journal of Op «~The new issue (Vol. 40 
No. 6) is now available. The contents include: 


Factors Arrecrine THe Hypration oF roe Cornea THe Excrsep Eye anp 
Tue Living Antmat. Maurice E. Langham and Irvin S. Taylor. 

VASCULARIZATION OF THE Optic ParHway. IV. Optic Tract anp EXTERNAL 
Genicutate Bopy. J. Francois, A. Nectens, and J. M. Collette. 

Descairrion OF Beucer’s Sy~prome THE Hippocratic THiep Book oF 
ENpemic Arych Feigenbaum 

BLOop rHe Canat oF Scutemm. Redmond Smith 

Noaumat Pressure. M. Alimuddin 

Concomitant Esoveorta or Lare Onser. Report or Four 

Cases Atilio L. Norbis and Enrique Malbran 


Issued monthly; annual subscription £4 4s.; single copy 
8s. 6d.: obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


British Heart Journal.—The new issue (Vol. 18, No. 3) is now 


available. The contents include: 


Assence or ree Lerr Putmonany Arrery IN Fattor’s TeTRaLooy. 
Richard W. Emanuel and J. Norman Pattinson 

Peemarure oF tHe Foramen Ovate. G. Austin Gresham. 

ABERRANT Beats OF CONFIGURATION IN ARTERIO- 
scueroric Heart Disease. Irwin Hoffman, Milton H. Morris, Louis 
Friedfeld, and Robert D. Gittler 

TO THE Lerr Heart P. J. Barnard and 
A. J. Brink. 

Tue Vatve or rue Inrertion Vena Cava. John B. Hickic 

Lerr “ Putmonany BALLOON Pres- 
suns Tracinos MiTaat Vatve Disease. Alvin J. Gordon, Leslie 
Kuhn, Salomao S. Amram, Ephraim Donoso, and Eugene Braunwald. 

MyocarpiaL ISCHAEMIA WITH ADVANCED CORONARY 
Aagtery Disease. W. F. M. Fulton 

Discnosts or Concenrrat Heart Disease in INFANTS BY CATHETER- 
IZATION AND SELECTIVE ANGIOCARDIOGRAPHY. Ib Boesen, John Lind, 
B. Merrild-Hansen, Th. Rosendal, Ole Storm, and Carl Wegelius 

Anomatous Putmonarny Venous Dratnace. John B. Hickie T. M. D 
Gimlette, and A. P. C. Bacon 

SELECTION FOR ANTICOAGULANT THERAPY IN CARDIAC INFARCTION USING THE 
Herasin Retaspen CoacutatTion Time. A. A. Fitzgerald Peel 

Furruer Srupres on THe BLOOD FLOW ESTIMATED THORIUM- 
B-Lasettep Esyrurocytes. Gustave Nylin, Hans Blémer, Hardin 
Jones Sven Hedlund, and Cari-Gosta Rylander. 

Two More Famttres Carpiomecaty. Maurice Campbell and 
Margaret Turner-Warwick. 

Specreat STUDIES 
Victor A. McKasick, Oliver N. Massengale, Jr., 
George N. Webb. 

Case Reposts: 

Patent Ductvs ARTextosus with Prooressive DILaTaTION OF THE PuL- 

monary Agrery. J. A. Cosh. 

Caapuc Patture pve To Primary Amytormosts. Heather Ashton. 
Heart Farure pue ro Exreeme Osestry. T. B. Counihan. 
Sroxes-Apams Atracks AcuTe Rieumatic Carpitis. T. C. Gibson 

and J. P. Hughes. 

ABSTRACTS OF CARDIOLOGY. 


Issued quarterly; annual subscription £2 2s.; single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


m™ ConoenrraL Heart Distase. 
Milton Wigod, and 


Journal of Neurology, Neurosurgery and Psychiatry.—The new 
issue (Vol. 19, No. 2) is now available. The contents include : 


ON THe Extenpep Use or THe Marcu! Metuop. Marion C. 
Smith 

Tue RECOGNITION AND PREVENTION OF ARTEFACTS OF THE Marcut METHOD. 
Marion C. Smith 

Sruptes SENSATION: OBSERVATIONS ON THE LOCALIZATION OF THE SENSa- 
TIONS OF ToucH AND Paicx. John Marshall. 

Rererence OF SENSATION aT THE Sprvat Leven. P. W. Nathan. 

Awareness oF Biapper witn Divipep Sensory Tracr. P. W. 
Nathan 

Two Cases or Myoratuy Limitep ro THe Quapricers. John N. Walton. 

A Srupy or 25 Cases or Compression oF THE CauDa Eoutna sy 
INTeERVeRTEsRAL Discs. W. Bryan Jennett. 

E.E.G. ABNORMALITIES FROM THE TEMPORAL Lose StuDIED witH 
E.ecrropes. G. Pampiglione and J. Kerriage. 

Errecr or Coma E.C.T. on THE SHORT-TERM PROGNOSIS OF 
Scurzorueenta. J. Hoenig, D. M. Leiberman, and I. Auerbach. 
Soprum AMYTAL aND Benaviour In Nevroric Sumects. S. G. Laverty and 

Cc. M. Franks. 

DisseminaTeD Scierosts TREATED 
Evatuatinea CHronic Drsorpers. 
and Edwin Clarke. 

ISCHAEMIC AND PosT-1sCHAEMIC NormMat RESPONSES IN THE 
Urrer Limes wirn SrectaL Rererence To THE Errect or Ace. E. W. 
Poole 

Muscutar ATrortty anp Irs ASSOCIATION WITH THE 
FaMmLiaL ATAXI.S AND TREMOR AND Lonoevity. Reymond Hicrons. 


Issued quarterly ; annual subscription £2 2s. ; single copy 
2s. 6d. ; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


wire Isontazip METHOD oF 
Barbara M. Ansell 


MEDICAL NEWS» 


Bririsn 
Mepicat JouRNAL 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Thursday, August 23 

InsTITUTE OF LaRYNGOLOGY AND OTOLOGY.—S5S.30 p.m., special lecture by 
~ J. R. Lindsay (Chicago): Vascular Accidents as They Affect Vestibular 
unction 


APPOINTMENTS 


Hosprrat roa Sick CnHitpren, Great Ormond Strect, London, W.C.— 
J. P. Partridge, F.R.C.S., Resident Assistant Surgeon ; Judith N. Nicholas, 
M.B., B.S., D.A., Junior Resident Anaesthetist; J. P. Stanfield, M.D., 
M.R.C.P., Winifred Burgess, M.B., B.S.. M.R.C.P.. D.C.H., and M. L. 
Weidman, M.D., House-physicians; S. W. Mannion, M.B., Ch.B., and 
D. A. M. Ellis, M.B., B.S., House-surgeons; G. G. Woodruff, M.D., 
Assistamt Medical Registrar ; A. C. Woodmansey, M.D., M.R.C.P., D.P.M., 
D.C.H., Part-time Medical Officer in the Department of Psychological 
Medicine; F . H. Wrigley, M.B., B.S., D.Obst.R.C.O.G., Resident 
Anaesthetist (Tadworth); Ann M. Haines, M.B., Ch.B., D.C.H., D.A., 
Junior Resident Anacsthetist; Rachel M. Arnold, M.B., Ch.B., D.C.H., 
Assistant Resident Medical Officer (Tadworth); D. H. H. Pullon, M.B., 
Ch.B., M.R.C.P.Ed., D.C.H., House-physician ; Margaret M. Heley, M.B., 
B.S., D.Obst.R.C.0.G., House-surgeon. 

Mune, Jonn Coutts, M.B., Ch.B., D.P.H., D.T.M.&H., 
County Medical Officer of Health, Hampshire County Council ; 
Officer of Health, Alton Urban and Alton Rural District Councils. 

SourH-western Rectonat Hosprrat Boarp.—B. O. P. MacMahon, M.D., 
M.R.C.P.1., Senior Medical Registrar to the West Cornwall Clinical Area ; 
H. G. Mather, M.D., M.R.C.P., Consultant ie 43" to the Bristol Clinicai 
Area; H. F. Lyon, M.B., Ch.B.. M.R.C-P., T.M., Assistant Physician 
(Geriatrics) at Manor Park Hospital, Sissol s M Hewitt, M.B., B.S., 
M.R.C.P., Consultant Dermatologist to the West Cornwall Clinical Area ; 
A. G. G. Toomey, M.R.C.S., L.R.C.S., D.M.R.D., Consultant Radiologist 
to the North Gloucestershire Clinical Area; A. R. Bollen, M.B., Ch.B., 
Anaesthetic Registrar to Bath Group of Hospitals; C. Gregory, M.B., 
Ch.B., Registrar in Psychiatry at Bristol Menta! Hospitals ; Joan Guy, M_B., 
B.Ch., D.C.H., Registrar to Southwest Regional Blood Transfusion Service, 
Southmead, Bristol ; J. Warner, M.B., Ch.B., Registrar in Child Psychiatry 
and Mental Deficieacy at Bristol Child Guidance Clinic and Hospitals of 
the Hortham-Brentry Group ; A. J. Walt, M.S., M.B., Ch.B., F.R.C.S.C., 
Surgical Registrar to Bath Group of Hospitals. 

Tattow, W. F. T.. F.R.C.P(C.), M.R.C.P., Assistant Pro- 
sor of Neurology, McGill University and Associate Neurologist to Montreal 
Neurological Institute. 


Assistant 
Medical 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Davis.—On August 3, 1956, at King’s College Hospital, London, S.E., 
to Margaret (formerly Liddie), S.R.N., wife of Leslie R. Davis, M.D., 


a son, Richard Burn. 
Lennox.—On August 9, 1956, at B.M.H. Hostel, B.A.O.R., to Elizabeth 
Leslie (formerly Handasyde), .. Ch.B., wife of lan Gordon Lennox, 

] "1956, at Farnborough Hospital, Kent, to 
Sylvia, wife of Dr. Martin M. Nagicy, a son—Timothy Nigel. 


DEATHS 


Armmour.—On July 31, 1956, at Crichton House, Anstruther, 
Matthew David Sutherland Armour, M.B., 
Beck.—On July 27, 1956, at Martyrwell, Cheriton, Hants, William Distin 


rome, at Cape Town, South Africa, Herbert John 
C.M.G., D.S.O., M.B., C.M., Colonel, late R.A.M.C. 
(retired), aged & 


Cameron.—On Any 31, 1956, at Scarborough, Yorks, Dugald Cameron, 
M.C., M.B., F.R.CSEd., of 114, Tonbridge Road, Maidstone, Kent. 
Crabtree.—On_ July 23, 1956, at Stansfield Hall, Todmorden, Lancs, _— 
Crabtree, M.C., M.B., Ch.B., formerly of Nelson, Lancs, aged 80 

Duncan.—On August 2, 1956, James Matthews Duncan, O.B.E., M.D., 
of Murtle, Sunninghill, Ascot, aged 82. 

Eppyat-Phillips.—On August 1, 1956, at Oulton Broad, Suffolk, Mary 
Elizabeth Eppynt-Phillins, M.B., aged 81. 

— —On July 29, 1956, the result of an accident, Andrew C. Greville, 
M.B., Ch.B., D.M.R.D., of Eaton Lodge, Roby Road, Roby, near 


Liverpool, 
H Beckett Close, Worcester, 
Guildford, Surrey, Thomas 


Fifeshire, 


Beck, M.D. 
Buist.—On July 24, 
Martin Buist, 


20. 1956, at his home, 1, 
1956, at Maryknoll, 


Battersby Jobson, M.D., D.P.H., aged 84. 
.—On July 25, 1956, Frank Steven Jocelyn, M.D., of 10 Marius 
Road, Bal S.W. 


ndon, 

Loosely. , 1956, in a .! home, Hindhead, Surrey, Alfred 

Edward Arthur Loosely, M.B., F.R.C.S. 

O’Beirne-Ryan.—On 24, 1956, at Oddmeads, Langford Budvifle, 

Wellington. Som., les O’Beirne-Ryan, L.R.C.P.&S.1. & L.M., Surgeon 
Cx stan R.N.V.R. (retired), late of Harrogate, Yorks. 


July 21, 1956, Reichert, _M. D., 

1956, at Newport, Rhode Island, U.S.A., Alexander 
Hamilton Rice, M.D., aged 80. 

‘oogood.—On July 30, 1956, at Point House, Fowey, Cornwall, Frederick 
Sherman O.B.B., M.D., D.P.H., Lieutenant-Colonel, R.AMC. 
(retired), aged 9 

Vane-Percy.—On iuly 17, aon at Shenton Park, Western Australia, Nora 
Aileen Vane-Percy, M.B 
alker.—On July 16, 1956, in a nursing-home, Torquay, Devon, Henry 
Roe + ~- es M.R.C.S., L.R.C.P., of Ipplepen, Newton Abbot, Devon, 


aged 

Wall.—On July 20, 1956, at the home of his daughter, “ Cranicigh,” Feil 
Drive, Week MC.. MB., 
Ch.B., formerly of * Fairlawn,” Hoo, Kent 
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NEW dramatic aid to psychotherapy 


Pacatal 


9-(1-methyl-3-piperidylmethyl) phenothiazine. 


a powerful yet safe tranquillizing drug 


Clinical trials in many countries have proved 
PACATAL to be highly effective in mental 
disturbances ranging from the psychoneuroses 
to the psychoses. In mild or severely disturbed 
states . . . anxiety, restlessness, excitement 

and abnormal behaviour . . . PACATAL reduces 
tension, makes the patient quieter, less 

confused — but still alert, objective, 
co-operative, amenable to psychotherapy. 


PACATAL is of very low toxicity, and the 
side-effects which may accompany the use of 
phenothiazine drugs—such as skin rashes, Parkin- 
sonism, orthostatic collapse, tachycardia, and 
blood dyscrasia—are very seldom encountered 
after its administration. As a further safeguard 
PACATAL is rapidly absorbed and quickly 
eliminated, thus ensuring against cumulative 


dangers. 


is available in tablets for oral administration 


Tablets 25mg. In bottles of 50 and 500. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 
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Two weapons 


against Athlete’s Foot 
and other fungal dermatoses 


The combined use of Mycil Ointment and Powder } 
has proved to be highly effective in both prophylaxis 
and treatment of fungal dermatoses. } 

Mycil Ointment is formulated to ensure penetra- 
tion of the active constituent, chlorphenesin, to the ) 
site of the infection. 

Mycil Powder, used alone, prevents reinfection. } 
Because of its adsorptive properties it is useful in } 
combating the effects of excessive perspiration. 

} Both preparations are non-mercurial and odour- } 
2 less and may be used over long periods, if necessary, 

’ without adverse effects. } 

=) 


‘MYCIL’ 


TRADE MARK 


MYCIL OINTMENT 

in collapsible metal 
tubes 1 6 

MYCIL POWDER 

in sprinkier tins 1'6 
Basic N.A.S. prices 


‘MYCIL’ Pessaries are available for treatment of 
trichomonal and fungal infections of the vagina. 


| THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 
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BRITISH HEART JOURNAL 


July, 1956. Vol. XVIII. No. 3. 


Absence of the Left Pulmonary Artery in Fallot’s Tetralogy- 
By Richard W. Emanuel and J. Norman Pattinson 
Premature Obliteration of the Foramen Ovale. By G. Austin 


ANY 


Gresham 
Aberrant Beats of Wolff-Parkinson-White Configuration in 
Arteriosclerotic Heart Disease. Py Irwin Hoffman, Milton 
H. Morris, Lowis Friedfeld, and Robert D. Gittler 
umerary ~ ees to the Left Heart. By 
and A. J. Bri 


‘The Valve of the interior Vena Cava. By John B. Hickie 

Left Atrial ‘‘Pul ‘and Oesophageal Balloon 
Pressure Tracings in Mitral Valve Disease. By Alvin J. 
Gordon, Leslie Kuhn, Salomao S. Amram, Ephraim Donoso, and 
Eugene Braunwald 

Chronic Generalized Myocardial Ischaemia in the Presence of 
Advanced Coronary Artery Disease. By W. F. M. Fulton 

The Diagnosis of os Heart Disease in Infants by 
Catheterization and lective Angiocardiography. By 
Boesen, Jo san Lind, B. Merriid-Hansen, Th. Rosendai, Ole Storm, 
and Cari Wegelius 

A 1 Pul Drainage. By John B. Hickie, 
T. M. D. Gimiette, @ C. Bacon 

Selection for Antic ulant Therapy in Cardiac Infarction 
using the Heparin Retarded Coagulation Time. By A. A. 
Fitzgerald Peel 

Further Studies on the Cerebral Blood Flow Estimated with 
Thorium-B-Labelled Erythrocytes. By Gustav Nylin, Hans 
Biémer, Hardin Jones, Sven Hedlund, and Carl-Gésta Rylander 

Two More Families with Cardiomegaly. By Maurice Campbell 
and Margaret Turner-Warwick 


P. J. Barnard 


QUESTIONS? 


Second Series. @ Third Series—with Cumulative Index 


Price 7s. 6d. each (by post 8s.) 


These pocket-size volumes each contain 
some 200 questions and expert answers 
from the “ Any Questions ?” pages of the 
British Medical Journal. Each answer has 
been chosen for its practical value to doctors 
in their day-to-day work. Many deal with 
subjects not covered in the standard text- 
books. 


Spectral Phonocardiographic Studies in C tal Heart ’ 
bry Oliver N. Massengale, Jr., The Third volume has a cumulative index 
Case Reports | to all the answers appearing in the three 
Patent Ductus Arteriosus with Progressive Dilatation of the 
Pulmonary Artery. By J A. Cosh - books in the series. 
Cardiac Failure due to Primary Amyloidosis. By Heather 
Ashton 
Heart Failure due to Extreme Obesity. Dy T. B. Counthan 


Stokes- Adams Attacks in Acute Rheumatic Carditis. By TC. 
Gibson and J. P. Hughes 
Abstracts of “ardiology 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 

Coitus in Old Age 


Q.—Am I right in advising aged married couples to con- 
tinue coitus if both parties so wish and are in good health? 
There seems to be a widespread idea that sexual intercourse 
is harmful in old age. 


A.—With the exception of those cases where there might 
be some medical contraindication to physical exertion there 
is no reason why married couples should not continue coitus 
in old age if they so desire, Many cases are encountered 
where regular sexual relations continue well into the seven- 
ties, or longer. However, the post-menopausal woman, 
owing to diminishing secretion of mucus and atrophy of the 
vagina, may suffer from a degree of dyspareunia varying 
from slight discomfort to severe pain, and this may bring 
the sexual relationship to an end quite unnecessarily. 
Pathological conditions having been excluded by examina- 
tion, advice on the use of a lubricant jelly or, if necessary, 
carefully supervised local or general oestrogen therapy can 
alleviate this dyspareunia, Regular coitus can then often 
be satisfactorily maintained into old age with benefit and 
comfort to both partners, 


Olecranor Bursitis 


Q.—One meets a number of cases of olecranon bursitis 
with effusion that fail to clear up on aspiration alone. Are 
sclerosants of use here, and, if so, which is advised? 


A.—There are several causes of bursitis in this region. 
Some instances are due to injury, and some of them respond 
well to the injection of sclerosing solutions, but the use 
of sclerosants is at best uncertain and often very painful. 
Excision of the affected bursa is a simple little operation 
which is much more reliable, and which can be done in 
most cases quite safely as an out-patient procedure. Many 
cases of olecranon bursitis are a manifestation of a 
variety of rheumatoid arthritis ; others have a gouty basis. 
Sclerosing injections are, of course, inadvisable in both 
these types. 

If a sclerosant is used, ethanolamine is probably the 
safest. 

Oral and Intravenous Procaine 

Q.—What are the clinical effects of giving procaine 
(a) orally, (b) intravenously? I heard it claimed recently 
that oral procaine was sometimes successful in relieving 
severe pain when all else had failed. If intravenous procaine 
is safe, can it be combined with morphine for the relief of 
pain? 

A.—A considerable literature has accumulated on the 
effects and therapeutic uses of intravenous procaine. In 
the main, it has been used for the relief of pain, particularly 
post-operative pain and that due to burns, for the treat- 
ment of peripheral vascular disease, for the prevention of 
arrhythmias during cardiac surgery, and for the relief of pain 
and spasm in various arthritic conditions. It has also been 
used to produce general anaesthesia and obstetric analgesia. 
The method is safe only if administered by someone able 
to deal with the effects of overdose, which may appear with 
dramatic suddenness. Convulsions, respiratory arrest, and 
severe hypotension may all come on with little warning. 
An intravenous drip of procaine should never be left running 
with only a nurse in attendance. Intravenous procaine is 
not advised in conjunction with morphine, because the 
combined effects of both drugs on the respiration may be 
severe. The uses of intravenous procaine have been re- 
viewed by Mushin and Rendell-Baker' and by Graubard 
and Peterson.’ 


The administration of procaine by mouth has been 
described by Roka and Lajtha.* These authors, on a basis 
of x-ray investigations, claim that 100 ml. of 1% procaine 
taken orally, once or twice a day, will relieve non-organic 
pyloric spasm. Nearly complete paralysis of the pylorus 
appears to occur within ten minutes. This treatment, they 
claim, may also relieve vomiting due to gastric ulceration, 
and also benefit patients with carcinoma of the stomach, 
allowing nutrition to be improved before surgical treatment. 
No published account of the treatment of pain by oral pro- 
caine can be found. 


REFERENCES 
! Mushin, W. W., and Rendecll-Baker, L., Lancet, 1949, 1, 619. 


:* Graubard, D. J., and Peterson, M. C., Clinical Uses of Intravenous 


Procaine, 1951. Blackwell Scientific Publications, Oxford. 
* Roka, G., and Lajtha, L. G., British Medical Journal, 1950, 1, 1174. 


Cortisone and Corticotrophin in Disseminated Sclerosis 


Q.—Has cortisone or corticotrophin any place in the 
treatment of disseminated sclerosis ? 


A.—As soon as cortisone and corticotrophin were avail- 
able experimental treatment was carried out in disseminated 
sclerosis, at first in the United States. Almost from the first 
the results were conflicting, some observers noting “ signi- 
ficant improvement,” others results that were “ profoundly 
disappointing.” The position up to 1955 is reviewed, to- 
gether with references, by McAlpine, Compston, and Lums- 
den.’ At the time of writing there would seem to be no 
evidence at all that either of these preparations has any 
effect in this disease, but as with all forms of treatment in 
this disease the assessment of results is wellnigh impossible. 
It may, however, be true that corticotrophin has an important 
therapeutic role in acute disseminated encephalomyelitis 
(which is an allied though different condition), and the 
position here has been reviewed by Miller.’ 


REFERENCES 
' McAlpine, D., Compston, N. D., and Lumsden, C. E., Multiple Sclerosis, 
1955, E. and S. Livi 


ngstone. 
, H. G., British Medical Journal, 1953, 1, 177, 


Pain and Urinary Retention after Haemorrhoidectomy 


Q.—What are the best ways of preventing retention of 
urine and pain on defaecation after operation for internal 
haemorrhoids ? 


A.—After haemorrhoidectomy the reduction of pain and 
avoidance of complications, of which retention of urine is 
the most common, depend on attention to a number of 
points, such as (1) correct choice of cases for operation— 
this involves selection of third-degree piles which are free 
from recent infection and thrombosis ; (2) correct operative 
technique, which must be based on accurate knowledge of 
ano-rectal anatomy—it is particularly important that an 
accompanying dorsal fissure should be recognized and dealt 
with, preferably by adequate drainage and suitable division 
of the internal sphincter in the right posterior quadrant ; 
(3) a well-chosen post-operative regime, which must be well 
understood by the nursing staff and carried out with gentle- 
ness, thoroughness, and confidence. Many of the rectal 
cases are of the nervous, apprehensive type and need much 
reassurance, It is a great help to use a type of anaesthesia 
which permits the male patient to be stood out of bed early 
to pass urine, and a combination of local analgesia 
(2% aqueous procaine) with intravenous thiopentone and 
gallamine has proved to be the ideal method. Spinal anal- 
gesia has been discarded owing to the high incidence of 
post-operative retention of urine. Finally, in patients of the 
nervous type it is a great help to give phenobarbitone, 4 gr. 
(32 mg.) twice daily, for the first week after operation. 
Most patients treated on these lines will need only one 
injection of injectio papavereti (B.P.C.) on the night after 
operation, and it is gratifying to find that the majority now 
say that their fears were groundless and that their post- 
operative course has been much better than anticipated. It 
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is curious how the old tradition of patients having “ ex- 
cruciating pain” after operation for haemorrhoids still 
persists, but each additional patient successfully dealt with 
on modern lines should help gradually to kill this myth. 


Exact Control in Diabetes 

Q.-—-On the assumption that it is impossible to stabilize 
exactly a diabetic who is having insulin, is it better to aim 
for slight hypoglycaemia rather than slight hyperglycaemia 
in order to avoid complications and prolong life? Is pro- 
longed slight hypoglycaemia detrimental to health in any 
way? 

A,-——It is true that it is impossible to imitate exactly the 
normal physiological control of carbohydrate metabolism 
by means of injected insulin, but the object of treat- 
ment should be not to produce a state of either slight 
hypoglycaemia or hyperglycaemia but rather, if possible, 
so to arrange the diet and insulin that the blood sugar is 
within normal limits at the time of maximum insulin acion. 
The duration of this period of normoglycaemia will, of 
course, depend upon the type of insulin and number of 
injections given daily. 

It is difficult to say whether the diabetic whose blood 
sugar is constantly slightly below normal is better off than 
the one who is always a little hyperglycaemic; but, as 
it is impossible to be sure that the hypoglycaemia will 
always be slight, it is probably safer to err a little on the 
side of excess, or, in other words, it is safer to have the 
urine tests sometimes green rather than always blue. This 
is particularly true in elderly patients with evidence of 
coronary artery disease. 

There is no evidence that prolonged slight hypoglycaemia 
is detrimental to health, but it is quite impossible to main- 
tain this state with any degree of safety in the diabetic 
patient. There is always the danger, if an attempt is made 
to do so, that the patient will sooner or later have a severe 
attack of hypoglycaemia. 


Failure to Settle at Night 

Q.—A healthy boy aged 6 has a fear of going to bed. 
When persuaded to go to bed at 730 p.m. he lies awake 
and often comes downstairs to the living-room at any hour 
up to Il p.m. or into his parents’ room later in the night 
with a request for a drink or something. He is very intelli- 
gent, has been at school a year, and is happy. He has a 
brother aged 3 of whom he has no need to be jealous. The 
father is a professional man and happily married. The boy 
himself does not know why he cannot get to sleep. He has 
his brother in the room with him and a night-light by 
request. His parents are immediately available if he wants 
them. Should I administer a barbiturate or should I seek 
psychological help? The trouble now has been going on 
for some months. 

A.—If the child stays awake and gets up because he cannot 
bear to give up the pleasures of the day. firmness is needed. 
If it is badly received, it may be tempered with a barbiturate 
for a couple of weeks. The questioner’s account of the case 
is, however, clear, and one has to accept his first sentence 
at its face value. The cause of the fear of going to bed 
has eluded a careful doctor and intelligent parents ; there- 
fore they should seek for help, and from whom better than 
from a good children’s psychiatrist? Nevertheless, one 
cannot help wondering whether there are not other clues in 
this admirable clinical précis—e.g., “ He is very intelligent,” 
but has he done enough in the day to be mentally tired at 
bedtime ? “He has a brother aged 3 of whom he has no 
need to be jealous.” Is there insecurity here ? For it would 
have been simpler to say, “ Of whom he is not jealous.” 


Salivation in Glaucoma 
Q.—A patient with glaucoma suffers from excessive saliv- 
ation. What drugs are available for dealing with the 
salivation without affecting the eye condition? 
A.—On the assumption that the excessive salivation is due 
to the drops the patient is using for his glaucoma, it may 


be worth while trying a different method of treatment. Pilo- 
carpine drops are more apt to produce salivation than 
eserine, and the tendency to salivation may perhaps be in- 
hibited if systemic absorption of the drops is avoided by 
taking care that none pass into the mouth via the lacrimal 
duct and the nose; this may be achieved by compressing 
the lacrimal sac at the root of the nose when the drops 
are put into the conjunctival sac. If in spite of these 
measures the salivation still persists, it is a moot point 
whether the systemic use of atropine or its derivatives 
would be justifiable. In addition to influencing the 
salivation there would be many other effects, some of 
them highly undesirable—and this quite apart from the 
danger of precipitating acute glaucoma from the cycloplegic 
effect that these drugs all have. If such drugs are to be 
used, hyoscine-N-butylbromide (“ buscopan ”), with its poor 
cycloplegic effect, might be considered. It should, however, 
be appreciated that excessive salivation is a symptom, and 
no treatment should be undertaken until an accurate diag- 
nosis has been reached. 


Obstinate Sycosis Barbae 


Q.—What treatment is advised for a case of sycosis 
barbae of 20 years’ duration? Epilation, local penicillin, 
chloramphenicol, chlortetracycline, oxytetracycline, and x-ray 
therapy have all been tried without success. 


A.—This is evidently an extremely difficult case. The ques- 
tioner makes no mention of a search for chronic infection 
in the nose, accessory sinuses, or the mouth. Any of these 
sites may provide a reservoir of infection by which the skin 
disease is perpetuated. If this has not already been con- 
sidered, a scrupulous search should be made in these areas. 
Even in the absence of clinical signs of infection, mild 
degrees of chronic rhinitis—for example, from smoking— 
may enable staphylococci to be carried in the nose and to 
reinfect the skin. 

There are three usual local applications which have not 
been mentioned: the old and well-tried Dalibour water 
(copper and zinc sulphates lotion, B.P.C.), “ graneodin ” oint- 
ment (neomycin 2.5 mg. and gramicidin 0.25 mg. per g.), 
and “quinolor” compound ointment. Any of these 
local applications gives occasional success where others 
have failed. 


NOTES AND COMMENTS 


“ Approved Names.”—In the supplementary list of “ approved 
names "’ printed in our issue of June 16 (p. 1423), sodium calcium- 
edetate, a substance which has been recommended for the treat- 
ment of lead poisoning, was stated to be obtainable from manu- 
facturers of laboratory reagents. We now understand that Riker 
Laboratories Ltd. are the sole suppliers of this substance for 
therapeutic, as distinct from commercial or chemical, purposes. 
They market sodium calcium-edetate under the proprietary name 
of “ calcium disodium versenate.” 


Corrections.—In discussing the very variable results with topical 
hydrocortisone, Dr. G. B. Mitchell-Heggs is reported (Journal, 
July 21, p. 152) as suggesting that this was “ possibly owing to the 
deficiencies in the various preparations. ..." The word “ de- 
ficiencies"’ should have read “ differences.” 


In Dr. John Bullough’s letter (Journal, August 11, p. 360) the 
dosage of rectal thiopentone was wrongly printed as 1 gr. per 
50 Ib. (23 kg.) instead of 1 g. Dr. Bullough omitted to give the 
reference to the technique he described in 1952—this should be 
Bullough, J., Lancet, 1952, 2, 999. 
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TAX ASSESSMENT OF PART-TIME 
CONSULTANTS 


SPECIAL COMMISSIONERS’ DECISION 


The Association, in conjunction with certain other bodies, 
including the three medical defence organizations, recently 
supported five part-time consultants in appeals against the 
assessment of the remuneration received from their hospital 
appointments and from domiciliary consultations under 
Schedule E of the Income Tax Act, 1918, as amended by the 
Income Tax Act, 1952. As a result of the assessment under 
this Schedule the narrow rule governing expenses applicable 
to Schedule E operated upon the bulk of the consultants’ 
professional expenses. 

The appeals were heard in April by the Special 
Commissioners of Income Tax. The hearing lasted six days, 
and the appellants were represented by Sir James Millard 
Tucker, Q.C., and Mr. John Creese. 

The Special Commissioners announced on July 31 that 
they had allowed all the appeals and held that the 
consultants should not have been assessed under Schedule E 
but under Schedule D, both on the remuneration of their 
hospital appointments and on fees paid for domiciliary 
consultations. In the Special Commissioners’ opinion the 
consultants’ part-time hospital appointments were a 
necessary part of the exercise of their profession and merely 
incidental thereto, notwithstanding that a great deal of their 
time was thereby taken up. 

The Crown have 21 days in which to appeal to the High 
Court against this decision. 


ST. GEORGE-IN-THE-EAST HOSPITAL 
CLOSURE DECISION 

St. George-in-the-East Hospital, Stepney, is to be closed on 
September 30, 1956. The Minister of Health has informed 
the North-east Metropolitan Regional Hospital Board that 
he has decided to close the hospital after careful considera- 
tion of the board's proposal to do so and of the objections 
raised by a number of bodies against the proposal. 

Following protests by the London Executive Council and 
the London Local Medical Committee (Supplement, April 7, 
p. 182) the board issued a statement (Supplement, April 21, 
p. 204) thai its proposal was based on a shift of population 
away from the area and growing staffing difficulties. It said 
it was satisfied that the diminished demand on the hospital's 
services would be permanent. The board has now arranged, 
in consultation with the Stepney Group Hospital Manage- 
ment Committee and the neighbouring Bow Group Hospital 
Management Committee, that adequate hospital and 
specialist services will be available in near-by hospitals for 
the people of Wapping and Shadwell. 


MEDICAL PRACTICES COMMITTEE 
AMENDMENT OF CLASSIFICATION OF AREAS 


The following areas have been reclassified by the Medical 
Practices Committee as “ designated "’ : 


Essex.—*Borough of Dagenham (except Marks Gate Estate). 

Lancashire.—* Heywood. 

London.—Borough of Islington: *St. Mary’s and St. Peter's 
Wards. 

Middlesex.—Borough of Enfield: *Green Street and Ponders 
End Wards; Borough of Willesden: *Brondesbury Park Ward. 

Darlington.—*Whole of County Borough. 

Preston.—*Whole of County Borough 

Sheffield.—Gleadless Valley Area (previously shown as Glead- 
less (Woodseats Area) and immediate surrounding districts). 


The following areas have been reclassified as “ interme- 
diate”: 

Lancashire.—Chorley. 

Middlesex.—Borough of Enfield: Ordnance and Enfield Wash 
Wards; Borough of Harrow: Roxbourne and Roxeth Wards. 

Yorkshire (W.R.).—Urban District of Horbury ; Urban District 
of Hoyland Nether; Parishes of Hatfield and Stainforth (Thorne 
Rural! District); Scholes, near Leeds (Tadcaster Rural District). 

Sheffield —Attercliffe ; Woodseats Area. 

Wakefield —Whole of County Borough. 

Monmouthshire and Newport.—Rural District of Magor and 
St. Mellons. 


The following areas have been reclassified as “ res- 
tricted ” : 

Buckinghamshire.—Colnbrook. 

Dorsetshire-—Wareham and District. 

London.—Borough of Wandsworth: Bedford Ward. 

Yorkshire (W.R.).—Wetherby Rural District (except Harewood 
and Clifford); whole of Wetherby Rural District now restricted. 

Denbighshire and Flintshire —Abergele. 


PUBLIC HEALTH MEDICAL OFFICERS 
AMENDED SICK PAY SCHEME 


Committee C of the Medical Whitley Council has agreed 
on certain amendments to the sick pay scheme applicable to 
public health medical officers, and has recommended local 
authorities to put this agreement into effect. 

The present sick pay scheme for medical officers in 
England and Wales is the scheme set out in paragraph 
10 of the Second Schedule to the Memorandum of Recom- 
mendations of the Joint Negotiating Committee for Chief 
Officers of Local Authorities, dated September 12, 1950. 
Committee C has agreed that the sick pay scheme for public 
health medical officers should be amended to incorporate 
amendments which have been made to the sick pay scheme 
for chief officers of local authorities since September, 1950. 
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The revised scheme is set out in M.D.C. circular No. 30. 
Medical officers of health should have a copy of this 
circular. 


HOSPITALITY 


A Belgian doctor's daughter, aged 20, and son, aged 17, 
would like to arrange holiday exchanges, preferably with 
families near London or in the south of England. The 
daughter would stay with a medical family on an au pair 
basis and help with children if an exchange is not possible. 


A French doctor's son, aged 24, would like to stay as a 
paying guest with a medical family living in the London area. 
He wishes to stay 6 months, arriving in August. 


A young French E.N.T. specialist would like to stay with 
a medical family as paying guest for the month of September 
in order to improve his English. 

A French girl would like to stay on an au pair basis during 
October with a British family living in the London area. 


A British doctor living in Lausanne would like to exchange 
flat with a doctor in London from September 10 to October 
10. He would require bedroom, sitting-room, bathroom, and 
kitchen. Flat in Lausanne accommodates three adults and 
one child. 

A French doctor’s daughter would like to visit a British 
medical family for one month between August 23 and Sep- 
tember 23 on an au pair basis or as a paying guest. 


Would anyone interested please get in touch with Brigadier 
H. A. Sandiford, International Medical Visitors’ Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Remuneration Claim 


Sir,—I have read with amazement the leading article pub- 
lished in The Times of August 9 on doctors’ pay. No 
mention is made that much of this so-called increase will 
simply recompense us for the severe reduction in our incomes 
due to the increase in our expenses over recent years. 

May I express the personal opinion that since the N.HLS. 
I have had no time to keep up with the Joneses? What 
concerns me is simply that rising costs have left me with a 
reduced income to meet them, and in this respect our 
profession is almost unique. Had there been no N.HS., 
of course, our fees would have been raised to meet these 
increases. The Spens reports guaranteed the protection 
of the profession against a loss of freedom in a National 
Health Service to maintain its own status by adjusting fees, 
and it was because the Government accepted these reports 
that a reluctant profession was persuaded to enter the Ser- 
vice. The Government is not being asked for money to 
keep pace with the Joneses, but to’ compensate for our 
inability to raise fees. 

However, surely it is not too late. The country can 
apparently no longer afford us. Let both sides be frank. 
Let the profession therefore no longer be a burden to the 
Government but return to the old system, and then disputes 
need never again occur. To most of us the N.HL.S. has 
meant loss of freedom, increased work, interference by 
unqualified persons, loss of status, and a feeling of insecurity 
about our financial future which we should never have had 
while we could charge for our services on a supply and 
demand basis.—I am, etc., 

Southall, Middlesex C. A. PRAGNELL. 


*.“Comment on The Times article will be found at p. 406 
of the Journal.—Ep., B.M.J. 


PUBLIC HEALTH MEDICAL OFFICERS 


SUPPLEMENT to THE 
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Sir, —Stung by the leading article in The Times of August 
9, | write to suggest that it is high time our case received 
better publicity. The general public is abysmally ignorant 
of a doctor's life and conditions of work ; the popular press 
seems to think we are more than adequately paid for a cushy 
job, and now The Times comes forth with the opinion that 
we are the spoilt darlings of the professions, having already 
been awarded an increase in pay well in excess of others, 
that we are leading handsomely in the race for increases and 
still want more, and that it is time that the whole system 
of payment as based on Spens should be reviewed. This 
may seem all very well from the remote, comfortable fast- 
nesses of Printing House Square, but before such lofty senti- 
ments are expressed the author should try the hurly-burly of 
general practice for a little while. Meantime, to be going 
on with, here are a few matters he might ponder ever. 

The doctor, after a long and expensive training, at the age 
of about 25 or 26 starts earning the princely salary of about 
four or five hundred pounds a year. This continues until 
he is lucky (?) enough to land a job as an assistant, when 
at the age of say 28 or 30 he might get £1,000 per annum— 
about what a window-cleaner gets for a five-day week. 
After a few more years he may be appointed to a practice 
vacancy, but it will probably be a long, long time before 
he achieves the so-called average net income, after expenses, 
of £2,222. As the expectation of life of a doctor is one of 
the shortest, he will probably die early, and will thus have 
had a relatively brief earning period in which to make 
provision for his dependants. 

During his short career he will have the privilege of being 
on call, day and night, seven days a week, 365 days a year. 
His evenings will be disturbed with monotonous regularity— 
and in any case his evenings do not start until late—often 
8 p.m. He will be called from his bed on icy nights. Unless 
he is lucky enough to join a rota, he will never have a week- 
end off. For his holidays, if he can afford any, he will have 
to pay a locum, caretakers, and provide board and lodging 
for them all, and a car for the locum. His unfortunate wife 
will share this “cushy” life. Domestic help, even if he 
could afford it, is practically unobtainable. His wife, there- 
fore, will be an unpaid slave, tied to the house and the 
telephone, lucky if she gets a few hours’ fresh air in the 
week. Unlike the wives of other men, she will be precluded 
from getting a job to augment the family income. 

For this responsible and arduous life he will be paid the 
magnificent sum of fivepence gross per week per patient—the 
price approximately of two cigarettes, or one and a quarter 
packets of potato crisps, or two “ iced lollies,” or a quarter 
of a pint of beer, or two local telephone calls, or the cost 
of posting two letters. Such, in terms of everyday things, is 
the value placed upon our services. Now, the increase asked 
for by general practitioners is about 16 million pounds, of 
which about five millions would go back in tax, costing 
the Exchequer therefore about eleven million pounds net. 
Eleven million pounds represents about one penny per head 
of the population per week. 

It should not be forgotten that out of his gross pay the 
doctor has to provide and maintain a larger house than 
would be needed for purely residential purposes. Two 
rooms have to be set aside for surgery and waiting-room, 
and these must be kept in a condition which meets with the 
approval of the inspecting squad when it comes round. 
Heating and lighting must be provided, a reliable car kept, 
telephone laid on, instruments renewed. Having been de- 
livered, bound hand and foot, into the hands of the 
Government, doctors cannot, as can other professions, in- 
crease their charges to meet their ever-increasing expenses. 
They must rely on the tender mercies and good faith of the 
politicians, notable in all times for their evasiveness and their 
broken pledges. 

From letters and comments in the daily press it is apparent 
that there is little public sympathy with our claim. 1 believe 
this is due largely to ignorance on the part of the general 
public, most of whom seem to think that the whole of their 
National Insurance contributions go to “the doctors,” and 
that they have bought us body and soul. I submit that the 
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time is ripe for a publicity campaign. Let us forget for a 
time our “ noble ideals” and hire a full page in, say, the 
Daily Express and the Daily Mail, and state our case. Or 
perhaps we could have a mass meeting at the Albert Hall, 
and all have a day off to attend. We should then see how 
the public would like, even for one day, the absence of their 
normally always available family doctors.—I am, etc., 


London, N.18. H. T. CHILTON. 

Sir,—Surely there is more to this than a mere refusal on 
the part of the Minister to put a few extra pounds into our 
pockets, after the Chancellor has had his cut. The battle 
would appear to centre round the legal implications of the 
Danckwerts award and the findings of the Spens Com- 
mittees, but the real issue must lie in the attitude of the 
Government to the professional classes. While the two 
main political parties remain so equally balanced, the 
majority of the electorate will be wooed, and the minority 
neglected. In fact, any legislation designed to ease the 
burden on the minority will be introduced infrequently and 
with reluctance. We cannot put our trust in the politicians. 
Their every action is governed by the recurrent nightmare 
of a fall from power, or, in the case of the Opposition, by 
the glowing prospect of becoming the masters again. Dr. 
Edith Summerskill was quick to plead our case in West- 
minster last week. Does it require any great stretch of the 
imagination to see the same good lady rejecting a future 
claim out of hand, and without discussion, with an indignant 
Mr. Turton on the Opposition benches condemning her 
cursory treatment of “a noble profession ” ? 

As a Government-employed professional body, we run a 
grave risk of becoming a political football, to be kicked 
willy-nilly from Westminster to Whitehall and back, and 
the more obvious that tendency becomes the more will we 
have ourselves to blame. And by ourselves I mean each 
individual practising doctor. There is nothing to be gained 
at this time by throwing brick-bats at the B.M.A. and 
resigning membership as a token of no confidence, as Dr. 
A. S. Nicholas decided (Supplement, August 4, p. 95). On 
the contrary, never was it more vital than now that each 
and every doctor give full and active support to his repre- 
sentative body. No battle was ever won from an arm- 
chair. 

We are traditionally individualists and politically dis- 
interested. I suggest we can no longer afford to be 
described as such. We live in the trades union era, and if 
we choose to shun their methods we must suffer the conse- 
quences—namely, loss of status, professional, social, and 
economic. If we lose this fight, Heaven help us. The next 
one will be infinitely tougher, and bloodier.—I am, etc., 


Leicester. LOGAN MITCHELL. 


Sir,—Legally I think there is no doubt about the justice 
of the doctors’ claim for their 24% increase in remunera- 
tion, though successive A.R.M.s have realized that such 
claims were inconvenient for the Government, and never 
more so than to-day. We do not know what the Negotiat- 
ing Committee is doing, but it is noteworthy—though so 
far it has not received notice—that the Minister's reply 
was not a blank negative but the refusal of a “ general 
increase in medical remuneration.” 

It would, in fact, be difficult in present circumstances to 
justify a flat increase all round, but Spens does not require 
that either. It has been realized from the beginning that 
the capitation fee was not an ideal method of payment, and 
before opinion hardens on a flat increase of 24% some 
thought should be given to methods which might with 
benefit supplement the capitation fee without diminishing 
its advantages. This might enable doctors to make interim 
proposals more acceptable to the Government and more 
beneficial to the service. Indeed, now is the time for some 
real hard thinking, because in July, 1958, a large number 
of doctors will become pensionable and many will cer- 
tainly retire from the Service, thus altering drastically the 
whole man-power problem in general practice anyhow. 


So let us start with the doctors near retiring age. Their 
pension depends entirely on how much they receive in the 
first ten years, and the fall in value of the pound is for 
them a most serious matter and makes retirement look bleak 
for them or their widows—which I am sure is not what their 
patients would wish. At the same time few if any of them 
are really in immediate need, and probably most of them 
would be willing to forgo the 24% increase for the next 
two years if given a firm promise that when they do retire 
the income on which their pension will be paid will notion- 
ally be grossed up to make allowance for the reduced 
value of the pound each year since the Danckwerts award. 
The compensation fee payable should be similarly adjusted. 
This would be a voluntary sacrifice by the doctors con- 
cerned, but it seems justifiable in view of the present 
strenuous efforts to stop inflation, and it should help the 
Government very considerably. 

In actual fact the final cost to the Exchequer will prob- 
ably not be as much as if they were dealing with non- 
medical pensioners. I, in common with a number of my 
contemporaries, spent several weeks in hospital last year— 
a clear indication that though my parents were octogen- . 
arians I am unlikely to last so long, the result of two world 
wars and living nearly thirty years at the end of a telephone 
for 24 hours a day. This steadily wearing pace is not good 
for doctors or for their doctoring, though it diminishes their 
chance of drawing pensions, and, while quite a number 
of doctors are relatively comfortably off, a large number do 
really find life a struggle. If, as the Minister states, a 
“ general increase’ could not be considered there is a very 
strong case for help where it is most needed. I suggest that 
a really useful payment of, say, £200 to £300 per annum 
for each dependent child would go a long way to meet this 
need and be a biologically sensible way of exercising the 
flexibility which the Spens formula allows. It would, in- 
cidentally, be in line with much social and industrial think- 
ing. It would, of course, apply to all those in medical 
practice, G.P.s, M.O.H.s, consultants, professors, etc. 

Thirdly, any increased payments should do something to 
raise the standard of practice, for at present the highest 
incomes bear no relation to the best work. Here I suggest 
that the new College of General Practitioners might help in 
the way I propounded when it first started. Membership 
or Fellowship of the Royal Colleges is not paid for, but 
is, in fact, the passport to higher-paid appointments. If a 
general practitioner from his thirties to his fifties got an 
extra salary he would probably spend it on his family and 
its bearing on his standard of practice would be negligible. 
I suggest that a somewhat modified membership of the 
College of General Practitioners—in time I hope a Royal 
one—should carry with it the right that his executive council 
would pay £100 to £200 each year (preferably twice that 
sum in a two-year period) on any project which was ap- 
proved by the College. This would enable him, without 
feeling that he was depriving his family of a penny, to 
engage in special courses of study, foreign travel, attend 
conferences, or, if he knew how to use them, purchase 
expensive equipment such as x-ray plant or electrocardio- 
graph. This would involve friendly supervision by the 
College of its members, and the possibility that if a member 
did not attend his membership might lapse, but at least 
the money spent would definitely improve his capacity to 
serve his patients. For the fellows, who would be a smaller 
and senior group, I suggest a straightforward emolument 
of £1,000 per annum or more, which would help them to 
take assistants or partners, give them time to think and 
opportunities of meeting their equals in the other branches 
of medicine, passing on any ripe wisdom they may have 
obtained and bringing back to meetings of the College any- 
thing they can learn. The actual cost to the Exchequer of 
some such system would be only a small fraction of the 
cost of the Health Service, probably less than £500,000, but 
its value in raising the standard of medical practice through- 
out the country would be inestimable and continuing. 

These three suggestions would, I think, go far to enable 
the Government to meet the doctors’ demands at the present 
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time without too great an immediate call on the national 
finances. They would improve the service and thereby help 
the public. They would be interim proposals to help the 
Government in its present policy of controlling inflation, 
offered without prejudice to the justice of our demands for 
the full implementation of Spens and in the realization that 
with the exit of many doctors in two years’ time conditions 
will alter considerably.—I am, etc., 

Winsford, Cheshire. W. N. Leak. 

Sir,—Never in the history of this country has a just 
application been turned down in such a dictatorial way. 
That it should be so done to an “ honourable profession ™ 
shows the decline we have in the type of men now in 
power in our country. 

We shall doubtless hear, during the next few weeks, many 
public statements about the dictatorship of Colonel Nasser 
and his failure to stand up to agreements, and yet here we 
have our Government acting in the same way at home. As 
We are now using strong-arm methods on Nasser, why do 
the medical profession (who, if so minded, could cripple 
this country in three days) not take strong action in some 
of the various ways suggested in the Supplement of July 28, 
many of which would be effective. 

At the Conference of Local Medical Committees in June, 
the Minister appeared and asked for the co-operation of 
the profession, and within a month he has shown us that 
he himself is not willing to co-operate, but he still goes 
on allowing large amounts of money to be squandered on 
projects put up by county councils and the health authori- 
ties, many of which in our eyes are unnecessary, or at least 
could wait until better times. One can foresee in these 
things that the day is not long distant when we shall be 
entirely controlled by the Minister of Health rather than 
the B.M.A. 

Now is the time for great leadership in the B.M.A., and 
in the re-election of Dr. Talbot Rogers as chairman of the 
G.M.S. Committee I, for one, can feel the greatest con- 
fidence that the outcome will be successful.—I am, etc., 


Bidford-on- Avon. 
M. V. Murray. 


Sir,—The following resolution was passed unanimously 
at a special meeting of the Blackburn Division on August 3: 
“ That this meeting of the Blackburn Division of the B.M.A. 
wishes to express its deep indignation at the Minister’s flat 
refusal to consider the just claim of the profession for 
implementation of the Government's promises in respect of 
remuneration. It pledges its full support to the Negotiat- 
ing Committee and urges that the strongest possible meas- 
ures be adopted to secure the just settlement of our claim.” 

We trust that other Divisions throughout the country will 
be quick to follow our example.—I am, etc., 

Blackburn T. J. Burke, 


Hon. Public Relations Officer, 
Blackburn Division, B.M.A. 


Sir,—By what means can so large and important a body 
of men and women as the medical profession make the 
Government and public at large aware of the deep resent- 
ment they feel at the summary rejection of their moderate 
and just claims, claims made only after a prolonged period 
of exemplary self-restraint ? 

It is time now to start immediately to determine what 
action we should take and to prepare for such action. We 
should study, too, the probable effects of such action upon 
the doctors and upon their patients. We could, by careful 
preparation in good time, do a lot to mitigate any ill-effects 
and a lot to demonstrate any benefits that are likely to 
accrue. It is very likely that refusal by us to comply with 
certain important terms of service for a sufficient period 
of time will be sufficient to convince the Government that 
we mean business. It is possible, however, that we may 
have to resort to mass resignation from the Health Service. 
It is even possible that the Minister of Health will accept 
our resignations. We cannot start preparing too early. 
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There are thousands of younger medical men and women 
who have had no experience of private practice, and who 
look upon the possibility of having to resort to such with 
doubt and trepidation. We should take steps to deal with 
such doubts and fears well in advance and to demonstrate 
some of the undoubted benefits of universal private practice 
both to the doctor and the patient. The time for useless 
recrimination and for letters of shocked indignation is past. 
Let us start to prepare now for all eventualities and, by 
so doing, show the Minister of Health that we have learnt 
the lessons of the past.—I am, etc., 

Salford. F. M. RIFKIN. 

Sir,—I received to-day a letter from my M.P. stating that 
the doctors’ claim could not be met because of the “ effort 
to stabilize prices and prevent further inflationary pressures 
in our economy.” To-day I also heard that the salaries 
of the senior Civil Servants are to be increased by £900- 
£1,500 per annum. 

I expect the Negotiating Committee will be faced with 
similar arguments when they meet the Minister and hope 
they will ask him to comment on the above-mentioned 
pay increase.—I am, etc., 


Bishop's Stortford I. D. PATERSON. 


Sir,—Now the Government has refused our claim, we are 
at a vital crossroads in medicine, and if we show the same 
apathy as in 1948 then our position must steadily decline 
from now on. If the Government can repudiate its side of 
the agreement then we can justifiably repudiate ours. The 
only way to do this is for all general practitioners to resign. 
At the moment we all render an average of five to six items 
of service per patient per year for a gross 3s. per item—less 
tax and expenses, and we are almost at the “ bob-a-job” 
level. With the high incidence of coronary thrombosis 
amongst doctors I feel this situation is intolerable. 

I suggest we offer the same services as at present for 
an annual premium of £5 per patient (or 9s. per month or 
2s. 6d. per week), payabie by the patient direct to us—not 
an exorbitant sum remembering doctors’ “ clubs” were run 
for 1s. per week before the war. With lists reduced to 
1,500 to 2,000 this would give a gross income of £7,500 to 
£10,000. We could pay the chemists direct monthly, and, 
from the present national drug bill, this would work out at 
at least £1,800 to £2,400 for the size of lists suggested. We 
could all have full-time nurse secretaries, which would cost 
at least £600 per annum. We should all have two sessions 
of two weeks each postgraduate study, the cost allowable 
as legitimate expenses. Add to this our present expenses 
and we should be left with a taxable income of £4,000 to 
£5,000. We should then be able to afford better equipment 
(even portable x-ray or E.C.G. apparatus for those 
interested), have time for complete overhauls of patients, 
for minor surgery, and for all preliminary investigations. 
This is bound to relieve the strain on hospital out-patients. 

For the whole population this scheme costs about £250 
million—about £50 million more than at present, but a large 
proportion of this extra amount would come back to the 
Government as extra taxation. Therefore a part or the 
whole of each person's premium could be returned by the 
Government by existing machinery (decreased insurance 
contributions, increased family allowances, and increased 
old age pensions). No Government preaching social service 
could refuse to make some compensation, and in one fell 
swoop would go this nonsensical idea of a “ free” medical 
service, and we would be for ever lifted out of the political 
arena, 

This is not against the recent idea of a united action 
in the profession, because general practice would once more 
be a really worth-while job, and the hospitals would be hard 
put te find staff unless the Government was prepared to 
pay competitive salaries. A wider dissemination of the 
knowledge of the British United Provident Association 
would help our part-time consultant colleagues. On a given 
date—say January !—there could be a smooth change-over 
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with no question of a strike and no necessity to withhold 
certificates. If we had all resigned from the National 
Health Service the public would have no option—-treatment 
would continue, but on our terms. With courage and united 
action we could lift ourselves out of this futility into which 
we have allowed ourselves to drift-—I am, etc., 


Tunbridge Wells. A. E. Lopen. 


Sm,—At a meeting of the Kesteven Division of the British 
Medical Association, held on August 6, 1956, the following 
resolution was unanimously adopted: 

That full support be given to the Negotiating-Committee in 
their endeavours to impress on the Minister of Health the fact 
that the profession insists on the full implementation of the 
Spens Report, since the Minister’s acceptance was one of the 
main conditions that persuaded a reluctant profession to enter 
the Health Service. 


It was strongly urged that the Association have in readi- 
ness plans for action if the Minister should prove to be 
recalcitrant in this matter. All present were in favour 
of resignation if the Minister failed to implement the Spens 
Report.—I am, etc., 

F. J. Jaucn. 


Grantham Hon. Secretary, 
Kesteven Division. 


Sir—When, some months back, the Joint Negotiating 
Committee informed the Government a claim was pending 
to compensate for the fall in the value of money in recent 
years, The Times commented that such a development was 
“inevitable.” In the leading article of August 9, although 
there is confirmation of Governmental acceptance of the two 
Spens Reports proposals, the writer goes on to say : “ It [the 
pledge] should never have been given in so unconditional 
a form and with so little regard for its implications.” 

Without such “ pledges” it is certain that the profession 
would not have entered the Health Service and co-operated 
as has happened. This leading article implies that under- 
takings which subsequently prove inconvenient should not 
be binding. The one redeeming feature is the suggestion 
in the last two sentences that “some more practical and 
durable method of reviewing remuneration from time to 
time is required.” Under our existing “treaty” with the 
Government a good case has been made out for an increase 
of 24%, much of which should be back dated far beyond 
the April 1, 1956, suggested. 

This claim should be pressed, and any counter proposals 
considered on their merits. Should it be possible to obtain 
a somewhat lower immediate payment in return for an 
undertaking to review the cost of living adjustment auto- 
matically at, say, three-year intervals, and outside the sphere 
of politics, it would then be up to the profession to accept 
or reject the offer. Unless acceptable negotiations result 
within three months a united profession should demand arbi- 
tration on the “ pledges” as they stand and take whatever 
steps prove necessary to secure that arbitration is granted. I 
do not remember the days of 1946 and 1948 as “ wildly 
optimistic ” (Times wording), and, however much statistics 
and arguments may cloud the issue, the middle class has had 
a raw deal ever since 1939. As a profession doctors did not 
seek nationalization, and do not see why, when wages have 
increased faster than the cost of living, the premises on 
which they agreed to enter the Health Service should now 
be deemed “unrealistic.” We have endured inflation with 
patience since 1952. Events may prove Mr. Turton’s blunt 
refusal not only unjust but the start of the landslide of his 
party. Let us hope he will think again, and soon. 

The Health Service, as it stands, is a success. With a 
profession smarting under a sense of injustice it could not 
remain so. The whole economic future of doctors is now 
at stake. Degrees of hardship may vary, but let us not be 
fobbed off with placebos for the hardest hit. Upward adjust- 
ment must apply to all.—I am, etc., 


Dorchester. T. V. Cooper. 


A Pathologist’s Pay 

Sir,—Dr. A. S. Nicholas’s conclusion (Supplement, August 
4, p. 95) that the B.M.A. “ fails to act in the best interests 
of the profession” appears entirely justified so far as the 
registrar ‘grades are concerned. At no time before the 
recent general claim did the Association press for their 
salaries to be raised to a minimum of £1,000—surely not 
an unreasonable demand for a professional man some ten 
years after commencing his training. Nor, to the best 
of my knowledge, has it fought very vigorously for an 
alteration in the iniquitous ruling whereby doctors in hos- 
pital practice are not allowed texbooks and journals as 
expenses for tax purposes, quite apart from the question 
of a car allowance. 

It is small wonder that most of the younger doctors feel 
that the Association is not particularly concerned with their 
interests, and is run by and for the established practitioners. 
In fact, I doubt whether many members of Council could 
detail accurately off-hand the present rates of hospital pay. 
When the Minister of Health stated recently in the Com- 
mons that the average remuneration of general practitioners 
is £2,222 per annum net, this figure was widely publicized 
in the national press. The fact that many doctors earn less 
than half this amount appears to have been conveniently 


forgotten.—I am, etc., 
Liverpool, 18. M. GOLDMAN. 


Sirn,—Dr. A. S. Nicholas’s account of why he left the 
medical profession (Supplement, August 4, p. 95), so widely 
publicized by the daily press, is a misfortune for all of us, 
the more especially as our claim for adjustment in pay is 
still at issue. 

However much may be said about Spens and contractual 
obligations, the only true justification for our recent claim 
is that many of the younger members of our profession are 
suffering real hardship as they gamely struggle up the medi- 
cal ladder. Dr. Nicholas contrives to give a totally different 
impression—namely, that doctors are dissatisfied because 
they cannot get rich quick, and are not so well rewarded as 
the business man. The general public, their minds firmly 
fixed fifty years behind the times and convinced that all 
doctors are grossly over-paid, will be more unsympathetic 
than ever to us. Without public support, our cause is a 
hopeless one. What a disservice Dr. Nicholas has done us ! 


—I am, etc., 
G. SCLARE. 


Stockport. 

Board and Lodging Charges 

Sir,—Many honorary secretaries of Branches and Divi- 
sions must feel, like myself, unhappy both about the decision 
of Medical Whitley B Committee on board and lodging 
charges and the manner in which the announcement of the 
decision is made. The British Medical Association is, as 
usual, being blamed, and the hospital resident staff, especi- 
ally the juniors, are saying once again that the B.M.A. is 
not interested in their welfare and only cares about estab- 
lished consultants and general practitioners. 

Although the B.M.A. at its Annual Representative Meet- 
ing has reaffirmed the autonomous powers of the Central 
Consultants and Specialists Committee and that body in 
turn has delegated the duties of negotiation for hospital 
staff to the Joint Negotiating Committee, the Branches and 
Divisions of the B.M.A., and of course the Council, must 
accept some responsibility for the action of the Staff Side 
of Committee B and ought to feel concern that that body 
has agreed to the principle that the hospital resident staff 
be charged for their board and lodgings on the basis of 
their salaries and not on the accommodation provided. At 
the Annual Conference of Honorary Secretaries, both last 
year and the year before, there was general agreement that 
lodging charges should be linked with accommodation pro- 
vided, some of which is definitely bad, and that generous 
allowance should be made for the benefit to the hospital of 
having medical staff living in. 1 for one thought that at this 


* 
wi 
a 
ha 
: 
rh 
é 
| 
4 


106 Aua. 18, 1956 


time without too great an immediate call on the national 
finances. They would improve the service and thereby help 
the public. They would be interim proposals to help the 
Government in its present policy of controlling inflation, 
offered without prejudice to the justice of our demands for 
the full implementation of Spens and in the realization that 
with the exit of many doctors in two years’ time conditions 
will alter considerably.—I am, etc., 

Winsford, Cheshire. W. N. Leax. 


Sir,—Never in the history of this country has a just 
application been turned down in such a dictatorial way. 
That it should be so done to an “ honourable profession " 
shows the decline we have in the type of men now in 
power in our country. 

We shall doubtless hear, during the next few weeks, many 
public statements about the dictatorship of Colonel Nasser 
and his failure to stand up to agreements, and yet here we 
have our Government acting in the same way at home. As 
we are now using strong-arm methods on Nasser, why do 
the medical profession (who, if so minded, could cripple 
this country in three days) not take strong action in some 
of the various ways suggested in the Supplement of July 28, 
many of which would be effective. 

At the Conference of Local Medical Committees in June, 
the Minister appeared and asked for the co-operation of 
the profession, and within a month he has shown us that 
he himself is not willing to co-operate, but he still goes 
on allowing large amounts of money to be squandered on 
projects put up by county councils and the health authori- 
ties, many of which in our eyes are unnecessary, or at least 
could wait until better times. One can foresee in these 
things that the day is not long distant when we shall be 
entirely controlled by the Minister of Health rather than 
the B.M.A. 

Now is the time for great leadership in the B.M.A., and 
in the re-election of Dr. Talbot Rogers as chairman of the 
G.M.S. Committee I, for one, can feel the greatest con- 
fidence that the outcome will be successful.—I am, etc., 


Bidford-on-Avon, 
M. V. Murray. 


Sir,—The following resolution was passed unanimously 
at a special meeting of the Blackburn Division on August 3: 
“ That this meeting of the Blackburn Division of the B.M.A. 
wishes to express its deep indignation at the Minister's flat 
refusal to consider the just claim of the profession for 
implementation of the Government's promises in respect of 
remuneration. It pledges its full support to the Negotiat- 
ing Committee and urges that the strongest possible meas- 
ures be adopted to secure the just settlement of our claim.” 

We trust that other Divisions throughout the country will 
be quick to follow our example.—TI am, etc., 

Blackburn T. J. Burke, 


Hon. Public Relations Officer, 
Blackburn Division, B.M.A. 


Sir,—By what means can so large and important a body 
of men and women as the medical profession make the 
Government and public at large aware of the deep resent- 
ment they feel at the summary rejection of their moderate 
and just claims, claims made only after a prolonged period 
of exemplary self-restraint ? 

It is time now to start immediately to determine what 
action we should take and to prepare for such action. We 
should study, too, the probable effects of such action upon 
the doctors and upon their patients. We could, by careful 
preparation in good time, do a lot to mitigate any ill-effects 
and a lot to demonstrate any benefits that are likely to 
accrue. It is very likely that refusal by us to comply with 
certain important terms of service for a sufficient period 
of time will be sufficient to convince the Government that 
we mean business. It is possible, however, that we may 
have to resort to mass resignation from the Health Service. 
It is even possible that the Minister of Health will accept 
our resignations. We cannot start preparing too early. 
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There are thousands of younger medical men and women 
who have had no experience of private practice, and who 
look upon the possibility of having to resort to such with 
doubt and trepidation. We should take steps to deal with 
such doubts and fears well in advance and to demonstrate 
some of the undoubted benefits of universal private practice 
both to the doctor and the patient. The time for useless 
recrimination and for letters of shocked indignation is past. 
Let us start to prepare now for all eventualities and, by 
so doing, show the Minister of Health that we have learnt 
the lessons of the past.—I am, etc., 

Salford. F. M. RIFKIN. 

Sir,—I received to-day a letter from my M.P. stating that 
the doctors’ claim could not be met because of the “ effort 
to stabilize prices and prevent further inflationary pressures 
in our economy.” To-day I also heard that the salaries 
of: the senior Civil Servants are to be increased by £900- 
£1,500 per annum. 

I expect the Negotiating Committee will be faced with 
similar arguments when they meet the Minister and hope 
they will ask him to comment on the above-mentioned 
pay increase.—I am, etc., 


Bishop's Stortford I. D. PATERSON. 


Sir,—Now the Government has refused our claim, we are 
at a vital crossroads in medicine, and if we show the same 
apathy as in 1948 then our position must steadily decline 
from now on. If the Government can repudiate its side of 
the agreement then we can justifiably repudiate ours. The 
only way to do this is for all general practitioners to resign. 
At the moment we all render an average of five to six items 
of service per patient per year for a gross 3s. per item—less 
tax and expenses, and we are almost at the “ bob-a-job” 
level. With the high incidence of coronary thrombosis 
amongst doctors I feel this situation is intolerable. 

I suggest we offer the same services as at present for 
an annual premium of £5 per patient (or 9s. per month or 
2s. 6d. per week), payable by the patient direct to us—not 
an exorbitant sum remembering doctors’ “ clubs ” were run 
for 1s. per week before the war. With lists reduced to 
1,500 to 2,000 this would give a gross income of £7,500 to 
£10,000. We could pay the chemists direct monthly, and, 
from the present national drug bill, this would work out at 
at least £1,800 to £2,400 for the size of lists suggested. We 
could all have full-time nurse secretaries, which would cost 
at least £600 per annum. We should all have two sessions 
of two weeks each postgraduate study, the cost allowable 
as legitimate expenses. Add to this our present expenses 
and we should be left with a taxable income of £4,000 to 
£5,000. We should then be able to afford better equipment 
(even portable x-ray or E.C.G. apparatus for those 
interested), have time for complete overhauls of patients, 
for minor surgery, and for all preliminary investigations. 
This is bound to relieve the strain on hospital out-patients. 

For the whole population this scheme costs about £250 
million—about £50 million more than at present, but a large 
proportion of this extra amount would come back to the 
Government as extra taxation. Therefore a part or the 
whole of each person’s premium could be returned by the 
Government by existing machinery (decreased insurance 
contributions, increased family allowances, and increased 
old age pensions). No Government preaching social service 
could refuse to make some compensation, and in one fell 
swoop would go this nonsensical idea of a “ free” medical 
service, and we would be for ever lifted out of the political 
arena, 

This is not against the recent idea of a united action 
in the profession, because general practice would once more 
be a really worth-while job, and the hospitals would be hard 
put to find staff unless the Government was prepared to 
pay competitive salaries. A wider dissemination of the 
knowledge of the British United Provident Association 
would help our part-time consultant colleagues. On a given 
date—say January 1—there could be a smooth change-over 
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with no question of a strike and no necessity to withhold 
certificates. If we had all resigned from the National 
Health Service the public would have no option—treatment 
would continue, but on our terms. With courage and united 
action we could lift ourselves out of this futility into which 
we have allowed ourselves to drift—I am, etc., 


Tunbridge Wells. A. E. Lopen. 


Sir,—At a meeting of the Kesteven Division of the British 
Medical Association, held on August 6, 1956, the following 
resolution was unanimously adopted: 

That full support be given to the Negotiating-Committee in 
their endeavours to impress on the Minister of Health the fact 
that the profession insists on the full implementation of the 
Spens Report, since the Minister’s acceptance was one of the 
main conditions that persuaded a reluctant profession to enter 
the Health Service. 


It was strongly urged that the Association have in readi- 
ness plans for action if the Minister should prove to be 
recalcitrant in this matter. All present were in favour 
of resignation if the Minister failed to implement the Spens 
Report.—I am, etc., 

F. J. Jaucn. 


Hon. Secretary, 


Grantham 


Sir—When, some months back, the Joint Negotiating 
Committee informed the Government a claim was pending 
to compensate for the fall in the value of money in recent 
years, The Times commented that such a development was 
“inevitable.” In the leading article of August 9, although 
there is confirmation of Governmental acceptance of the two 
Spens Reports proposals, the writer goes on to say : “ It [the 
pledge] should never have been given in so unconditional 
a form and with so little regard for its implications.” 

Without such “ pledges” it is certain that the profession 
would not have entered the Health Service and co-operated 
as has happened. This leading article implies that under- 
takings which subsequently prove inconvenient should not 
be binding. The one redeeming feature is the suggestion 
in the last two sentences that “some more practical and 
durable method of reviewing remuneration from time to 
time is required.” Under our existing “treaty” with the 
Government a good case has been made out for an increase 
of 24%, much of which should be back dated far beyond 
the April 1, 1956, suggested. 

This claim should be pressed, and any counter proposals 
considered on their merits. Should it be possible to obtain 
a somewhat lower immediate payment in return for an 
undertaking to review the cost of living adjustment auto- 
matically at, say, three-year intervals, and outside the sphere 
of politics, it would then be up to the profession to accept 
or reject the offer. Unless acceptable negotiations result 
within three months a united profession should demand arbi- 
tration on the “ pledges” as they stand and take whatever 
steps prove necessary to secure that arbitration is granted. I 
do not remember the days of 1946 and 1948 as “ wildly 
optimistic ” (Times wording), and, however much statistics 
and arguments may cloud the issue, the middle class has had 
a raw deal ever since 1939. As a profession doctors did not 
seek nationalization, and do not see why, when wages have 
increased faster than the cost of living, the premises on 
which they agreed to enter the Health Service should now 
be deemed “ unrealistic.” We have endured inflation with 
patience since 1952. Events may prove Mr. Turton’s blunt 
refusal not only unjust but the start of the landslide of his 
party. Let us hope he will think again, and soon. 

The Health Service, as it stands, is a success. With a 
profession smarting under a sense of injustice it could not 
remain so. The whole economic future of doctors is now 
at stake. Degrees of hardship may vary, but let us not be 
fobbed off with placebos for the hardest hit. Upward adjust- 
ment must apply to all.—I am, etc., 


T. V. Cooper. 


AUG. 13, 


A Pathologist’s Pay 

Sir,—Dr. A. S. Nicholas’s conclusion (Supplement, August 
4, p. 95) that the B.M.A. “ fails to act in the best interests 
of the profession” appears entirely justified so far as the 
registrar ‘grades are concerned. At no time before the 
recent general claim did the Association press for their 
salaries to be raised to a minimum of £1,000—surely not 
an unreasonable demand for a professional man some ten 
years after commencing his training. Nor, to the best 
of my knowledge, has it fought very vigorously for an 
alteration in the iniquitous ruling whereby doctors in hos- 
pital practice are not allowed texbooks and journals as 
expenses for tax purposes, quite apart from the question 
of a car allowance. 

It is small wonder that most of the younger doctors feel 
that the Association is not particularly concerned with their 
interests, and is run by and for the established practitioners. 
In fact, I doubt whether many members of Council could 
detail accurately off-hand the present rates of hospital pay. 
When the Minister of Health stated recently in the Com- 
mons that the average remuneration of general practitioners 
is £2,222 per annum net, this figure was widely publicized 
in the national press. The fact that many doctors earn less 
than half this amount appears to have been conveniently 
forgotten.—I am, etc., 

Liverpool, 18. M. GOLDMAN. 

Sir,—Dr. A. S. Nicholas’s account of why he left the 
medical profession (Supplement, August 4, p. 95), so widely 
publicized by the daily press, is a misfortune for all of us, 
the more especially as our claim for adjustment in pay is 
still at issue. 

However much may be said about Spens and contractual 
obligations, the only true justification for our recent claim 
is that many of the younger members of our profession are 
suffering real hardship as they gamely struggle up the medi- 
cal ladder. Dr. Nicholas contrives to give a totally different 
impression—namely, that doctors are dissatisfied because 
they cannot get rich quick, and are not so well rewarded as 
the business man. The general public, their minds firmly 
fixed fifty years behind the times and convinced that all 
doctors are grossly over-paid, will be more unsympathetic 
than ever to us. Without public support, our cause is a 
hopeless one. What a disservice Dr. Nicholas has done us ! 


am, etc., 
Stockport. G. SCLARE. 


Board and Lodging Charges 


Sir,—Many honorary secretaries of Branches and Divi- 
sions must feel, like myself, unhappy both about the decision 
of Medical Whitley B Committee on board and lodging 
charges and the manner in which the announcement of the 
decision is made. The British Medical Association is, as 
usual, being blamed, and the hospital resident staff, especi- 
ally the juniors, are saying once again that the B.M.A. is 
not interested in their welfare and only cares about estab- 
lished consultants and general practitioners. 

Although the B.M.A. at its Annual Representative Meet- 
ing has reaffirmed the autonomous powers of the Central 
Consultants and Specialists Committee and that body in 
turn has delegated the duties of negotiation for hospital 
staff to the Joint Negotiating Committee, the Branches and 
Divisions of the B.M.A., and of course the Council, must 
accept some responsibility for the action of the Staff Side 
of Committee B and ought to feel concern that that body 
has agreed to the principle that the hospital resident staff 
be charged for their board and lodgings on the basis of 
their salaries and not on the accommodation provided. At 
the Annual Conference of Honorary Secretaries, both last 
year and the year before, there was general agreement that 
lodging charges should be linked with accommodation pro- 
vided, some of which is definitely bad, and that generous 
allowance should be made for the benefit to the hospital of 
having medical staff living in. 1 for one thought that at this 


BRITISH MEDICAL JOURNAL 17 


| 
Kesteven Division. 
a 
| 
, 
; 
Py 
“as 
i an 
q 
> 


our resignations. 


108 18, 1956 


year’s conference an assurance had been given that the Staff 
Side of Whitley B accepted this principle and had it con- 
stantly in mind in their negotiations. The result of these 
negotiations, as announced in the Supplement of August 11 
(p. 99), makes curious reading in the light of that assurance. 

With regard to the manner of the announcement, one 
must feel even greater disquiet, for it is symptomatic of the 
way negotiations are carried out on our behalf. The Staff 
Side agreed on July 24 to changes being made on August 1, 
and the announcement of the change first appears in the 
medical press on August 11, those affected having been 
already notified by lay administrators of the change at the 
end of July. Surely our representatives should keep us 
informed of what they are doing on our behalf and not 
leave us to get the information first from others. 

One final but important point is that when negotiations 
are being carried out, and the negotiators themselves are not 
personally affected, representatives of those who will be so 
affected should be consulted by the Staff Side before accept- 
ing any decision.—I am, etc., 


Liverpool, 9 V. Corton CORNWALL. 


Stamped Prescription Forms 


Sir,—It was usual, when doctors wrote prescriptions, to 
put the address of origin at the top and a signature below 
the document. 

But now that these unimportant details are to be added 
to the forms for selecting treatment from the N.F., we find 
them relegated to the back of the note as an addition to 
the “ general information ” (wash the bottle: take this any- 
where you like), pride of place on the front being held by 
“ Form E.C.10,” and “ —— Executive Council.”—I am, etc., 


West Bromwich. A. C. V. Jones. 


Merit Awards 


Sirn,—Your correspondent Dr. H. G. McGregor (Supple- 
ment, August 4, p. 95) does not appreciate the great interest 
and wide implications that attach to the merit award system. 
Its application to the pay of consultants must be regarded 
merely as a pilot scheme. If this ingenious idea—the fine 
flower Of Lord Moran's subtle genius—is a success, its 
benefits must in equity be extended to the whole profession. 
From a nationalized profession to other nationalized under- 
takings, and indeed to the whole field of industry is an 
inevitable progression, Like automation, Lord Moran’s plan 
—at once so simple and so imaginative—may well herald 
a new era in industrial relations. The institution of secret 
committees for individual industries empowered to distribute 
Government money to anonymous employees (without public 
accountability) should serve to maintain a new and salu- 
tary discipline among industrial workers. 

Dr. McGregor does less than justice to the Annual Re- 
presentative Meeting in calling it “an amorphous collection 
of delegates, many of whom are in no position to form a 
judgment on a matter which does not affect them.” The 
question is not one of technicalities but of simple ethics. 
The principle involved is so well defined and its implications 
of such far-reaching importance that many consultants will 
be profoundly grateful for the considered opinion expressed 
by the A.R.M. 

There can be no possibility of compromise. This remark- 
able system is either brimful of the most exciting potentiali- 
ties or else it is inherently vicious and demoralizing. If 
the latter, then it should be scotched before it spreads its 
clammy tentacles too far.—I am, etc., 


Sudbury, Suffolk. H. NorMAN. 


Sir,—Dr. H. G. McGregor, in his letter on merit awards 
(Supplement, August 4, p. 95), states that the delegates at 
the B.M.A. conference were “an amorphous collection . . . 
many of whom are in no position to form a judgment on 
a matter which does not affect them.” He errs grievously. 
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It affects them in two ways: (1) as taxpayers they have 
every right to resent the secret doling of public money ; (2) as 
representing a profession they have a duty to protest against 
one section of it receiving secret pensionable sinecures. 

In your account of the debate on the relevant motion 
(Supplement, July 14, p. 41) several consultants spoke, but 
it is not stated whether they disclosed if they had a per- 
sonal monetary interest in the matter, nor does Dr. H. G. 
McGregor disclose whether he has such an interest. I can 
see no reason why in financial matters medical debates 
should not conform to the lega] requirements of municipal 
and parliamentary debates. As to the clandestine central 
committee with this enormous patronage in its hands, with 
its secret agents and dubious methods, it is high time that 
its activities were investigated by a judicial body and a small 
section of the community was subjected to the disciplines 
of orthodox finance—I am, etc., 


Beckley, Rye. Cc. G. 


Conduct of Patients 


Sir,—In view of the fact that no regulations or sanctions 
can be applied to patients whose behaviour is unsatisfactory, 
because lapses in good manners manifested by impertinent, 
uncollaborative, or inconsiderate behaviour are not illegal, 
surely the remedy for our troubles lies in a return to the 
old robust customs of ordinary society. If two people 
cannot get on, provided they do not endanger the Queen’s 
peace or infringe the law of the land, the business or pro- 
fessional association ceases. It is childish, and a reflection 
on the lack of stamina in the population, that if a doctor 
is in fact rude, or is thought to be rude, the patient has 
the right of complaint to a committee. This right should 
be removed and restricted to serious matters. If doctor and 
patient cannot patch up a squabble due to fatigue or irrit- 
ability on either side, the patient should select another 
doctor and that should be an end of the matter. It is quite 
preposterous that a doctor can be reported and fined for 
bad manners, especially as we all endure bad manners in 
one form or another every day. Incidentally, any attempt 
at reprimanding a patient for tiresome conduct is at once 
seized on as “ rudeness.” We do not want more regulations 
for patients, but fewer of these impositions for doctors.— 
I am, etc., 

Reigate, Surrey. L. DULAKE. 

Maternal Deaths.—The Ministry of Health points out that in 
its summary of the report for 1955 of the Central Health Services 
Council the reference to the maternal mortality rate should have 
read: “the maternal mortality rate has, since the turn of the 
century, been lowered from five to under one per 1,000" (not 
“per 100,000 "’) 


Association Notices 


Diary of Central Meetings 
SEPTEMBER 
5S Wed. Om Subcommittee, Science Com- 
p.m 
19 Wed. Call Subcommittee, G.M.S. Com- 


mittee, 2 p.m. 
20 Thurs. G.M.S. Committee, 10.30 a.m. 


The annual general pening, was held on June 6 at 
the Liverpool  —— Hotel ¢. Members were enter- 
tained to lunch by Evans ical Supplies Ltd.; Dr. D 


Riding, medical director of the Evans Biological Institute at 
Runcorn, ided. After the meeting members visited the 
factory at e. The day concluded with 4 at the Liverpool 
Airport Hotel, where members were joined by their ladies, who 
had been entertained at S ke Hall by the Atsomatic Telephone 
and Electric Co. The following officers were elected : 


President.—Dr. P. J. Gibbons. 

President-elect.—Dr. L. Crawford. 

Vice-presidents.—Mr. D. R. Owen and Dr. C. W. Warner. 
Honorary Secretary and Treasurer.—Dr. V. Cotton Cornwall. 
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It supports evenly 
everywhere 


The Lastonet bandage has a two-way stretch 

to support a sprained or weak joint evenly over 
the entire affected area. It is also cool to wear 
as the lightweight net allows plenty of 
ventilation. In 5-yard lengths (fully stretched) 
and 2}, 3, 3}, 4 or 6 inch widths. 


Se | ELASTIC 


NET BANDAGE 


Wherever you travel... 
start with 
something 
EXTRA! 


CAR BATTERIES 


have 


YEARS 
INSURED LIFE 


(This scheme applicable to the British nies only.) 


and many patented and exclusive 
features at no extra cost 


JOSEPH LUCAS LTD. 
BIRMINGHAM 19 
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INDICATIONS 

Nulacin tablets are indicated whenever neutralization 
of the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half an hour after food, a Nulacin 
tablet should be placed in the mouth and allowed to dis- 
solve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up 
treatment, the suggested dosage is one or two tabiets 
between meals. 


© ( 327) 


00 292) 


901 235) 


Nulacin effectively controls gastric acidity. The value of Nulacin in the treatment of peptic 
ulcer and the prevention of relapse has been confirmed by clinical studies in Great Britain, 
Australia, the U.S.A. and India. Nulacin tablets are palatable and convenient. 


RESTING ; 2 of 3 
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GASTRIC ANALYSIS Superimposed gruel fractional test- 
meal curves of five cases of duodenal ulcer. 
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to successful 
peptic ulcer 
treatment 


Nulacin tablets are not advertised to the public, 
have no B.P. equivalent and may be prescribed on E.C.10, 
The dispensing pack of 25 tablets is free of Purchase Tax. 
(Price to pharmacists is 2/-.) Also available in tubes of 12, 

Nulacin tablets are prepared from whole milk 
combined with dextrins and maltose, and incorporate 
Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 grs. ; 
Calcium Carbonate 2.0 grs. ; Magnesium Carbonate0. Sgrs. ; 
Ol. Menth. Pip. q.s. 


25 23 33 


GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of sucking 
Nulacin tablets (3 an hour). Note the return of acidity when 
Nulacin is discontinued. 


Nulacin is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is 
known as Nulactin in Canada and Sweden. 


HORLICKS LIMITED 
Pharmaceutical Division 
Slough, Bucks. 
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On injecting Cytamen—crystalline vitamin B,,—a doctor can be as confident 


of that injection as he is in the certainty of dawn. Confident that each dose is an exact weight 
of crystalline vitamin B,, ... that the stated potency cannot vary... that 
varied response on the part of the patient therefore is not and cannot be due 
to the product... that he has at his command a range of potencies 
which allows complete flexibility of treatment. In short, Cytamen 
puts into the doctor’s hand the most therapeutically 
efficient and the most economical means of 


combating pernicious anaemia. 


CYTAMEN 


Crystalline vitamin B,, 


50, 100, 250 and 1,000 micrograms per cc. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 
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| LIL-LETS 


the new vaginal tampon without applicator 


A tampon which has been successfully marketed LIL-LETS have these main advantages: 
on the Continent during the last five years has LIL-LETS sevd no applicator. By inserting 
: P f the tampon with the fingers, the risk of 

now become widely accepted in this country bruising is eliminated. 
under the name LIL-LETS. LIL-LETS assist personal hygiene. At 1/6 
for 10 they are so much cheaper than other 
Following extensive clinical trials, LIL-LETS leading tampons thet women will be en- 
: : couraged to change them often. They are 
have won the support of leading gynxcological 
opinion. Samples will gladly be sent to medical LIL-LETS are highly absorbent, They 


absorb a/most ten times their own weight in 
moisture and swell sideways, not length- 
ways. They are, therefore, really safe. 


. | L- VE T S LIL-LETS are individua'ly wrapped. Each 
if tampon is sealed in a transparent cover. There 
ob. is no risk of soiling or infection when it is 

carried loose. 


practitioners on request. 


LILIA LTD LOMESHAYE MILL NELSON LANCS 


prescriptions 


ANNALS OF THE RHEUMATIC DISEASES 
Quarterly. Annual Subscription, £2 25. 


ARCHIVES OF DISEASE IN CHILDHOOD 
Bi-monthly. Annual Subscription, £3 35. 


BRITISH HEART JOURNAL 
Quarterly. Annual Subscription, £2 2s. 


BRITISH JOURNAL OF INDUSTRIAL MEDICINE 
warterly. Annual Subscription, £2 2s. 


BRITISH jouer. OF PHARMACOLOGY AND 
Cc THERAPY 
Quarterly. Annual Subscription, £4 45. 


BRITISH JOURNAL OF PREVENTIVE AND SOCIAL 
ME INE 


sleep sweeter 


Bourn-vita 
Made by Cadburys 


Quarterly. Annual Subscription, £2 25. 


BRITISH JOURNAL OF VENEREAL DISEASES 
Quarterly. Annual Subscription, £2 25. 


JOURNAL OF CLINICAL PATHOLOGY 


MEDICAL PRACTITIONER'S HOUSE PURCHASE Quarterly. Aral Subscription, £2 25. 
AND CAR HIRE PURCHASE SCHEMES 


MEDICAL AND BIOLOGICAL ILLUSTRATION 


ments over a period Quarterly. Annual Subscription, £2 2 
of up to 25 years, for houses ' : 
Pp y ‘o not ousting £6,000 in value. BRITISH JOURNAL OF OPHTHALMOLOGY 


Rate of interest 54%. Monthly, Annual Subscription, £4 45. 
M OTOR C AR treed CARS, MAXIMUM AD- a OPHTHALMIC LITERATURE 
cripr 
Second-hand car terms on application. 
Please apply to J. W. SLEATH & CO.LTD. BRITISH MEDICAL ASSOCIATION 
Burley House, 5-11, Theobald’s Road, London, W.C.! B.M.A. House, Tavistock Sqtare 
Telephone: Chancery 4375/6/7 
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At the ancient sites of learning scientific research is carried on with unremitting perseverance. 
Intensive study of the microbe world has yielded new highly potent therapeutic agents, but 
hardly any more significant than 


BEVIPARIN* 


Stable, standardized liver preparation containing 20 or 60 micrograms of Vitamin B,, per 
ampoule. 

BEVIPARIN in boxes of 3 = 2 ml. with 20 micrograms Vitamin B,». 

BEVIPARIN FORTE in boxes of 3 = 2 ml. with 60 micrograms Vitamin B,,. 


PERFECTLY PAINLESS 
GEDEON RICHTER—BUDAPEST (HUNGARY) 


* Trade Mark * Supplied also as NEOPERHEPAR 
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APPOINTMENTS CLAS 


Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recent ¥& testimonials with short 


SIFICATION 


and order of appearance 


Statement of experience and appointments held. Practices 
Applications should be sent at once if no closing date is given. Parinerships 
Canvassing in any form will disqualify. } Assistantships ; 
Trainee General Practitioners 
KSERVICE MEMBERS may have difficulty in supplying recent L - 
testimonials, but this should not deter them from applying. ocuiPs 
Situations (Medical) 
Af all registered medical practitioner who is liable for National Service must obtain deferment — > 
of recruitment in iting from the Central Medical Recruitment Committee or (in Scotland) APPOINTMENTS 


the Scottish Ce a Medical Recruitment Committee before accepting any civilian appointment including pre-registration 
The postion of provisionally registered medical practitioners who are liable for National under appropriate specialty headings, as follow : 
ervice has bee de cle otwe N 
a vas t 1 made clear in a notice sent to them by the Ministry of Labour and National Anaesthetics | Ophthalmology 
— Casualty | Orthopaedics 
SALARY SCALES OF JL NIOR GRADES OF HOSPITAL MEDICAL STAFF Chest aad Tb. Paediatrics 
Registrar Grades, Waole-tim> Dermatology Pathology 
(a) REGISTRAR Posts obtained normally not less than two years afier registration as a EN.) Physical Medicine 
medical practitioner and held normally for two years: £850 per annum in the first year; £965 per eer “eS rt 
annum in the second and any subsequent years Geriatrics ‘ Psychiatry 
(b) SENIOR REGISTRAR © Posts obtained normally not less than four years after registration Infectious Diseases Radiology 
as a medical practitioner a nd held normery for four years; £1,100 per annum in the first year; Medicine Radiotherapy 
ynaecology oracic Surgery 


(a) HOUSE OFFICERS 
iP mally registered medical practitioners: £425 per annum for the first post held; 
£475 per annum for the second and all subsequent posis held; 


in the following order : 
Consultants, S.H.M.O.s, Registrars, 
Clinical Assistants, J.H.M.O.s, Senior 


provided that the employing authority (subject in the case of a Hospital Management Commitice House Officers, House Officers, Pre- 
to the consent of the Regional Hospital Board) shall have discretion to determine that the remun- registrations. 
eration of any officer holding his first post in the National Health Service as a House Officer 
shall be £475 pe mum if they are satisfied that the officer has held at least one hospital posi - = ~s : ; 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent tw Public Health Situations (Non-med.) 
those of house posis in the National Health Service and supervised by appropriate specialist staff Administrative Pharmacists, etc. 

(ii) Fully registered meclical practitioners : £525 per annum for any post held; Republic of Ireland Receptionists, etc. 
provided that in exce»*ional circumstances, subject to the consent of the Minister, this rate may Oversea Consulting Rooms, etc. 
be exc led by up to £50 per annum where a post cannot be filled otherwise Uni it { Houses for Sale 

In cach case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect miversity jouse - 

4 of board and lodging and other services provided shall be made and each post shall be tenable Research Accommodation 

for six months Personai Hotels 
VIOR HOUSE OFFICER: Posts year (in Notices Tenders 

cotlane wo years) afier registrat edica actitio 

only: £745 pe pon Educational and Miscellaneous 
(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- Lectures — 
Private Bargains omes 


ments but who are not Registrars and who have less responsibility than other hospital officers 
cf non-consultant status: £775 (for an officer appointed not less than one year after full registration 
as a medical practitioner) by £50 to £1,075 per annum | 


Rates are shown on the Inside Back Cover 


. ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE MEMBERS ABROAD. Copies of vacancies 
IN ACCORDANCE ITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF covers up to three separate headings additional 


headings Is. cach 


Those in‘ending to apply for resident appointments in the Registrar grades are recommended to 


make inquiries with regard to the deductions proposed for board and lodging at the time of 
submitting their applications, where this is not stated in the advertisement. 


(25/1/55 


Please state type of vacancy and remit to the 
J 


Advertisement Director, B.M 


PRACTICES (Executive Councils) 


PRACTICES (Offered) 


DUBLIN SUBURBAN PRACTICE. 
Price €3.2°0.—S8>o% PR.1351 M 


tor vacancies (except those in Scotland) wee oe 
term E.C.16A, obtainable from the 
Councit. Mark envelope 


GLASGOW (Westera District) 


Applications are invited from registered medical 
Practitioners including practitioners already on the 
Council's Medical List) to fill a vacancy which has 
arisen in the Western district The number of 
persons on the list is approximately 2.160 The 
lock-up surgery may be available to the successor 
in the practice Forms of application may be 
obtained from the undersigned. with whom ap- 
p'ications should be lodged not later than seven 
days from the date of publication of this advertisc- 
ment T. H. Souter. Cerk and Finance Officer 
Executive Council for the City of Glasgow. 9, 
Park Terrace. Glasgow, C.3 (7085) 


SILLOTH, Cumbertand 


Applications are invited for vacancy (Mixed 
Urban and Rural) owing to resignation of practi- 
toner List at present date approximately 2.185 
Intermediate Area Residence and surgery avail- 
able Apply on Form E.C.16A by August 27, 1956 
to F. M. Smith, Clerk to Cumberiand Executive 
Council, 7, Chatsworth Square. Carlisic (6827) 


WESTMORLAND EXECUTIVE COUNCH 
BOW NESS-ON-WINDER MERE 

Applications are invited for vacancy. rural. Lust 
at present approximately &15 Residence and 
surgery may be available on lease Apply on form 
EC 116A to the undersigned within 14 das after 
the appearance of thin advertisemen:.—-W_ Townley 
Cottam, Clerk, 60, Highgate, Kendal (7086) 


PRACTICES (Wanted) 


T.C.D. GRADUATE, 4, F.R.C.P. 
requires medical practice or partnership. 1957 
Box PR. i2¢ BMJ 


PARTNERSHIPS (Wanted) 


EXPERIENCED G.P.. AGED % SEEKS 
Partnership after preliminary trial period. Avail- 
able Novembcr.—Box PA.1382. J 


ASSISTANTSHIPS VACANT 


Wanted, Assistant, male, September, North 
London. Car owner. State qualifications and cx- 
perience.—Box A.1384, BMJ 

Wanted, Assistant, male or female, London. 
Good salary and prospects. Accommodation avail- 
able.—Box A.1352. B.MJ 

Wanted. Assistant. no view, no midwifery. Car 
owner Salary £1,000. plus £150 car allowance 
Des. Vaughan and Macdonald, 56, Binley Road. 
Coventry 

Wanted, Assistant, South-West Midiand town. 
Mixed general practice ; own car essential £1,000 
plus £100 car allowance.—Box A.1252. B.MJ 

Wanted, as soon as powible. Outdoor Assistant, 
single. lady preferred. C. of E. or N.C Mixed 
practice outside Liverpool Rooms and car pro- 
vided. Salary to be arranged.--Box A.1367, B.MJ 

Wanted, married A:sistant with view, for mixed 
industrisn! and country practice in North-East 
Midlands Accommodation available. car essential 
Sa‘ary £1.000 inclusive-—Box A.1356, B.MJ 
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Wanted, outdoor Assistant (married), industriat 
practice Salary £1,100 per annum. including car 
allowance Free house and garage. View later 
Box A.1353, BMJ 

Wanted, sing'e young man with car, light work, 
E. Yorks, £1,100 to £1,200.—Box A.1386, B.MJ 

Wanted very soon, outdoor male Assistant, Sure) 
town, car owner Sa’ary £1.000 per annum, pius 
£150 car allowance.-Box A.1377. B.MJ 

Assistant wanted, definite early view, House avail- 
able. South Manchester residential area.—Box 
A.1355, B.MJ. 

Assistant with view required in Country-Towe 
Practice, South of London. Present Partners, six 
Obstetric qualifications cssential—Box A.1376. 

MJ 


Assistant wanted. end of October, by two Scots 
partners N.E. Coast industrial town Salary 
£1,000 per annum House availabie Possible 
view.—Box A.1368, B.MJ 

Doctors required for Night Duties. North Loa. 
don area Car provided Good remuneration 
G.P. experience essential ‘Phone: TUD 0203 

Leeds. Assistant required, September 1. No im- 
mediate view. Work light. Car owner. Good sa'ary 
Ample free time.—Box A.1357, B.MJ 

Married Assistant, R.C., own car. Possible view. 
Two partners. S.W. Lancashire. Salary £1,000, un- 
furnished house provided.-Box A.1354, B.M.J 

October to November. N. London. 

Work light Alt, W.E.'s No midwifery Box 
A.1385, BMJ 

Young Assistant from October with firm view. 
Practising R.C. able buy own house.—Box A.1383 
BMJ 


ASSISTANTS AVAILABLE 


Assistantship desired, October, with accom- 
modation preferred. Married, 28, protestant, car, 
M.B., B.Ch., B.Sc.. H.S.. H.P., Casualty, R.N.V.R.. 
Traineeship.—Box A.1391, B.MJ 


18, 1956 


— | 
24 — 


AuG. 18, 1956 


Assistants Available—conid. 


Assistant or Trainee, M.B., Ch.B., 29, wife 
S.R.N Car September Home Counties pre- 
ferred.— Box A.1390, B.MJ 

Assistantship with view, or partnership. T.C.D. 
graduate, 30, married, car. Capital for house, 
gy Services. G.P. Protestant.—Box A.1388, 


Lady postgraduate available evening 
and week-ends in London arca. Accommodation 
desired.—Box A.1389, B.MJ 

M.B.. British, car, available evenings, week-ends, 
London S.W. preferred Good accommodation 
essential.—Box A.1378, B.MJ 

M.B., B.S., D.R.C.O.G., tired of old ladies on 
South Coast, secks good Assistantship in industrial 
area, mid-September.—Box A.1387, B.MJ 

mity urgently sought by young M.B., B.S., 

D.R.C.0.G., Guy's Hospital and experience 
Married Anxious to practise medicine.—Box 
4.1370. BMJ 

Jewish Doctor (28), M.B., Ch.B.. D.C.H., HLP., 
H.S., pacdiatrics, completing traineeship, requires 
Assistantship, preferably with view, London areca 
Box A.1369. BMJ 

Young Doctor tired of permanent Assistantship 
in large London practice desires genuine view. 28 
single, 3 years hospital, 2 years G.P. British. Car 
Capital for house. Central London preferred.—Box 
A.1358, BMJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted, Trainee (female), start October. “Mixed 
town and country with General Practitioner 
Hospital.—Drs. Rose & Rankine, Abbey Mead. 
Romsey, Hampshire 

Male Traince. Semi-residential practice. Prefer- 
ably car-owner. Live out. Opportunity postgraduate 
study.—Dr. Williams, 10, Mount Road. Higher 
Tranmere. Birkenhead 

Male Trainee required October, partnership Corn- 
wall. Accommodation available, car essential. Usual 
salary —Box T.1362, B.MJ 

St. Thomas's Principal offers Trainee vacancy in 
very pleasant rural practice —Box T.1371, BMJ 

rainee, male or female, required for Market 
Town near Coventry.—Box T.1393, BMJ 

Trainee required, September, London, S.W.-- 
Dr. J. A. Sinclair, Woodcote, Dover House Road, 
Rochampton, S.W.15. (Put. 4054.) 

Trainee wanted October. Lake District, pleasant 
rural practice. Cottage Hospital. Car owner. Live 
out. Salary £775. Car £150.—Box 1.1394. B.MJ 

Woman Practitioner requires Trainee (woman). 
September. Car owner, live out. Excellent general 
experience. Ample off-duty. Pleasant suburb, Mid- 
diesex.—Box T.1361, B.M.J. 


LOCUMS (Vacant) 


Wanted, Male Locum October to 16, near 
Staines. Live in. Car availabie. Midwifery not es- 
sential.—Box L.1397, 

Wanted, Locum, with car, from about August 
25 for 10 days. semi-rural, Leicestershire. Apply 
Box L.138!1, BMJ 

Locum, 3 or 4 weeks, August 18 or 25, or first 
half September, rural area, Warwickshire. Easily 
run. 18 guineas week, plus accommodation. Car 
provided or allowance Partner remaining Sep- 
tember.——Summers, Laurels, Water Orton, Nr. Bir- 
mingham 

Lecum required from October 4 for three weeks. 
Country town, partner remaining.—Box L.1363 
BMJ 

Locum required, with car, sear Newcastle, any 
fortnight as soon as possibic.—Dr. Goulstine, "Phone 
Boldon 7652. 

Locum required, with car. North Lendon. 
August 27. Three weeks. Fiat available —Box 
L.1372, B.MJ. 

Locum wanted September 2 to 16. Somerset.— 
Box L.1396, B.MJ 

Locum wanted now, six weeks, one partner 
maining. work light, own car, live inBox L.1395, 


Locum wanted. Am convalescing and 
gradually to resume work. From earliest possible 
date to October 16. Car required. Pleasant sea- 
side practice. 18 guineas per week.—Dr. C. P 
Giles, Kingseat, Ventnor 

Locum with car. September 3, one week. Com- 
pact practice. Assistant wanted November.—Dr. 
Sanders, 60, Saltshouse Road, Hul! 


Bedford General Hospital pital (439 beds) 


Locum Anaesthetic Registrar 
required three months commencing September or 
shorter period. Salary £17 10s. per week. Applica- 
tions and testimonials, to Group Secretary, Bedford 
Group H.M.C., 3. Kimbolton Road, Bedford a 
(6 


Black Notley Hospital, Braintree, Essex 
Locum Registrar in Orthopaedic and Renal 
Tuberculosis 
from October 1 to 28, 1956. 


to >. Secretary, Colchester H.M.C.. 14, 
Pope’s Lane, Colchester, Essex. (6828) 


18, 1956 
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Bournemouth and East Dorset Hospital 
Management Committee 


Locum Regi in Ob s and Gy i} 

required for the period 10 to 16, 
clusive Applications to the Group Secretary, 
H.M.C. Office, Royal Victoria Hospital, Gloucester 
Road. Boscombe, Bournemouth (6899) 


Locum Registrar in Anaesthetics 
required for three weeks from September 7, for 
hospitals in the Colchester Group. Applications 
to Group Secretary, 14, Pope’s Lane, Colchester, 
Essex (7046) 


Eafield Group Hospital Management Committee 


Chase Farm Hospital, Enfield 


Locum Senior House Officer 
required for Casualty duties, October | to 14, 1956. 
Non-resident. Hours 9 a.m. to 5.30 p.m. on Mon- 
day to Friday. 9 am. to | p.m. Saturday. Ap- 


plications to Group Secretary (6744) 
Essex County Hospital, Colchester 
Locum Rad 


(Consultant or Senior Hospital Medical Officer 
Grade) required from August 24 for 6 weeks, for 
duties at hospitals in the Colchester Group. Ap- 
plications to Group Secretary, Colchester H.M.C.. 

14. Pope's Lane, Colchester, Essex (6829) 


Shrewsbury Hospital Group 
Children’s Unit, Royal Gatep Infirmary, Shrewsbury 


Locum Senior mene Omicer (Paediatric) 

For September | to 15, 1956. The Unit consists 
of medical, surgical, and fever beds Apply, in 
writing, giving full details, to Group Secretary, 
Royal Saiop Infirmary, Shrewsbury (6913) 


Southend, General Hospital 


Lecum E.N.T. Registrar 
required for the period September 10 to 22, 1956 
inclusive. Accommodation can be provided if 
required. Applications, stating age, experience and 
qualifications, should be sent to the undersigned as 
soon as possible.—J. C. Field, Secretary (7007) 


South-West Metropoli Regional Hospital Board 


Locum Tenens Anaesthetist 

of Consultant grading for four half-days per week 
required for the Bournemouth and East Dorset 
Group of Hospitals immediately, for approximately 
six months. Candidates should posscss higher quali- 
fications and should have had considerable experi- 
ence in anacsthesia Applications (three copies), 
stating age, qualifications and experience, a 

giving names and addresses of two referees, to the 
Area Secretary, “ Highcroft."” Romsey Road, Win- 
chester, by August 29, 1956. (6914) 


Grantham & Kesteven General Hospital 
Locum Casualty 


Officer 
required for four months commencing September 1. 
Salary £14 10s. per week. Applications to Sec- 
retary, 101, Manthorpe Road, Grantham. (7033) 


Lancaster Moor Hospital, Lancaster 
(Regional Menta! Hospital) 


Locum Assistant Psychiatrist (S.H.M.O.) 
Locum S.H.M.O._ required immediately for 
several weeks Previous psychiatric experience 
essential. Salary according to national scales and 
at present 31} guineas per week less residential 
charges Accommodation for single person only 
Apply Medical Supcrintendent (6740) 


Manchester, 9, Booth Hall (Children’s) Hospital, 
Blackley 


Locum R.M.O. (Registrar grade) 
required from September 24 to December 16 dur- 
ing absence of R.M.O. on P.-G. leave. Experience 
in paediatrics essential Applications to Group 
Secretary at above address. (6981) 


Redhill County Hospital, 
Earlswood Common, Redhill, Surrey 


Locum Registrar (Obstetrics and Gynaecology) 

Required September 1 to 15, 1956. Resident ap- 
pointment Apply to Secretary, Redhill Group 
H.M.C.. Eariswood Mount, Pendicton Road, Red- 
hill. (Redhill 3581, Ext. 20.) (6907) 


The United Cardiff Hospitals 


Applications are invited for the post of 

Locum Senior Registrar in Surgery 
at the Cardiff Royal Infirmary for a period of one 
year from November 1. Application forms are 
available from the Secretary to the Board at the 
Cardiff Royal Infirmary. and should be returned 
within 14 days of the appearance of this advertise- 
ment. (7012) 


Tilbury & South-East Essex Hospital Management 
Committee 


Tilbury & Riverside ‘General Hospital 
Orsett Branch, Orsett, Essex 
Locum Required 
Medicai Registrar, Resident. September 10 to 23, 
1956. Applications to the Group Secretary, Thur- 
rock Hospital, Grays, Essex. (6611) 


West Herts Hospital, Hemel Hempstead, Herts 
Locum Casuaity Officer (J.H.M.O.) 
required August 20 to September 1. Applications 
giving full details, and two aames for reference. 
should be sent to the Hospital Secretary at once 


(6737) 
Locum required to work in 
h General Infirmary and Southport 


St. Albans City Hospital, 
St. Albans, Herts (384 beds) 


Locum Tenens Casualty Officer 
required for the period September | to 16 inclusive 
Applications to Secretary, Mid-Herts Group Hos- 
pital Management Committee, Bicak House, Cather- 
ime Street, St. Albans (6908) 


Sheffield Regional Hospital Board 


Whoie-time Locum for Consultant Anaesthetist 
Chesterfield Royal Hospital, required immediately. 
until! September 15. Salary 314 gms. or £50 per 
week, according to status. Apply, Secretary, Shef- 
field Regional Hospital Board, Old Fulwood Road. 
Sheffield, naming two referces (6909) 


She fficld Resional Hospital Board 


Promenade Hospital for 3 months from end of 
September. Usual locum fees, less deduction if 
resident. Applications, with names of two referees, 
as soon as possible to Secretary, General Infirmary, 
Southport, Lancashire. (7120) 


LOCUMS (Available) 


Available, Locum Partnership sole charge. 
Own car. Live in.—-Box | 1399. BMJ 

Experienced General Practi 
available duties Channe! Islands late 
early October.—Box L.1373, B.MJ 

General Practitioner, D.C.H., C.P.H., D.T.M. 
& H., fifteen years’ experience, available Locu 
from October 1. Car owner..-Box L.1364, B.MJ 


tricia: 


Whole-time Locum for Consultant Radiologi: 
Doncaster and Worksop areas, required immedi- 
ately. to September 8. Remuneration according to 
status Apply. Secretary, Shefficid Regional Hos- 
pital Board, Fulwood House, Old Fulwood Road, 
Shefficid, 10, naming two referces (6910) 


Sheffield Regional Hospital Board 


Lecum (Maximum Part-time) for Consultant 
Orthopaedic Surgeon 


for hospitals in the Doncaster and Mexborough 
areas required immediately to September 19. Re- 
muneration according to status. Apply, Secretary, 
Shefficild Regional Hospital Board, Old Fulwood 
Road, Shefficid, naming two referees (6911) 


Sheffield Regional Hospital Board 


Locum Resident Registrar (A ) 
required immediately at Chesterfield Royal Hospi- 
tal. Remuneration £17 10s. per week. Apply to 
Secretary, Shefficid Regional Hospital Board, Old 
Fulwood Road, Shefficid, naming two a 

( 
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SITUATIONS (Vacant) 
Dr. Barnardo's Homes 


Two Women Medical Officers 
required as follows: (a) Attached to Headquarters 
staff. Chicf duties visiting and inspection of branch 
homes and supervision of foster children’s medical 
records. (b) House Officer at the Australasian 
Hospital and Village Home, Barkingside. Salary 
scale £750 to £1,150. Posts vacant October 1. For 
further details apply to Chief Medical Officer, 18, 
Stepney Causeway, London, E.1. (6806) 


SITUATIONS (Wanted) 


Overseas Rheumatologist requires opening 
in Great Britain or Ireland. 


to 
a 


| 
| 2. 
Colchester Hospital Management Committee 
| | 3 
| 
a 
| 
f 
| _ 
ay 
B.) 
| 
| 14 


APPOINTMENTS 


ANAESTHETICS 
BIRMINGHAM 


REGIONAL HOSPIT 
BOARD 
Birmingham (Selly Oak) Group 
WHOLE-TIME CONSE LTANT IN 
ANAESTHETICS 


Duties mainly at Selly Oak Hospital 


AL 


SENIOR CONSULTANT ANAESTHETIST 


Whole-time charge of anacsthetic services 
Bromwich General 
creasing to 476: 214 for infectious discases), 
for tweatment of poliomyelitis cases 


fespiratory problems of poliomyelitis 


Little 


Hospital (158 general beds in- 


centre 


Experience 
an advant- 


Dudley and Stourbridge Group 
PART-TIME CONSULTANT ANAESTHETIST 


(9 ahd weekly) 
Duties mainiy at Guest Hospital 
also at Wordsicy Hospital (372 
Hospital, Stourbridge (106 beds) 
PART-TIME 


beds) 


(8 ahd weekly) 
Dutics at Wordsicy 
Hospita) (2 nbd) 
Lichfield, Sutton Coldfield and Tamworth 


Dudicy (154 beds); 
Corbett 


CONSULTANT ANAESTHETIST 


Hospital (6 nhd) and Corbett 


Group 


Part-time CONSULTANT ANAESTHETIST 


(8 ahd weekly) 
Duties at Sutton Coldfield (3 nbd), 
(3 nhd). Victoria (1 ohd) and Hammerwich ( 


Tamworth 


nbd) 


Hospitals. Lichfield All posts expericnce specialty 
and DA (Pts I and II) or FFA required. 15 copies 
application, naming three referees, to Secretary 
RHB. Augustus Road, Birmingham, 15, by 
September 3. 1956. Candidates may visit hospitals 

(6970) 
LIVERPOOL REGIONAL HOSPITAL BOARD 

WHOLE- TIME LO Loct M TENENS 


ANAESTHETIST 

(Senior Hospital Medical Officer grade 
required for approximately 2 years, with du 
the North Liverpool, East Liverpool 
Region Children's Groups Forms of 
from, and to be returned to. Dr. T 
Senior Administrative Medical Officer 
Regional Hospital Board, 19. James Strect 
pool 


app! 


1956 —Vincent 


’ 
ties in 


and Liverpool 


tcation 


Lioyd Hughes 
Liverpool 


Liver- 


to be received not later than September |, 
Collinge, Secretary to the Board 


(7064) 


THE NATIONAL HOSPITALS FOR NER 
DISEASES 


APPOINTMENT OF 
REGISTRAR 

Applications are invited 
practitioners for the appointment of 
Registrar (resident). This post carries the 
Registrar Applications, giving the names of 
referces, 10 be sent to the 


undersigned, not 
Ewart Mitchell 
The National 


vous 


ANAESTHETIC 


from registered medical 
Anaesthetic 
grade of 


three 
later 


797 


than August 27 1956.—H 

Secretary to the Board of Governors, 

Hospitals for Nervous Diseases, Queen Square 
London, WC! 


LIVERPOOL REGIONAL HOSPITAL BO 
Broadgreean Hospital 


Applications are invited for the post of 

ANAESTHETIC REGISTRAR 
with dutics mainly at the above hospital, bu 
some dutics at other hospitals in the Liverpoc 
District Eastern Group The post is pref 
residential, but if non-resident the 
plicant will be required to live in close pro 
to the hospital 
to be returned to. Dr. T. Liovd Hughes, 
Administrative Medical Officer 
Hospital Board, 19, lames Street, Liverpool, 
be received not later than September 1, 1 

Vincent Collinge. Secretary to the Board 


Forms of application from 


ARD 


t with 
and 
erably 


successful ap- 


ximity 
and 
Senior 


Liverpool Regional 


2, to 


956 
(7065) 


MAIDENHEAD (near), 
MEMORIAL HOSPITAL, Taplow 


CANADIAN RED CROSS 


RESIDENT ANAESTHETIC REGISTRAR 


required Post recognized for F.F.AR.CS 


Ap- 


Plication forms obtainable from. and returnable to 


Secretary. Windsor Group H.M.C., Alma 


Windsor, by August 24 


Road 
(6605) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN ANAESTHET 


with dutics in the North Manchester Group of 
Hospitals (mainly at Crumpsall Hospital) and at 
Booth Hall Hospital F.F.A. desirable. Arrange- 
ments may later be made for the person appointed 
to transfer to the United Manchester Hospitals 
Application forms. obtainable from the Senior 
Administrative Medical Officer of the Board 
Cheetwood Road, Manchester, 8, should be returned 


by September 3, 1956 


(7105) 


NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the post of 
REGISTRAR IN ANAESTHETICS 

in the 
Hospital 
for DA 


Resident of non-resident 
and F.F.A.R.C.S Applications 
by August 27, 1956, to Group 
Manchester, 8. 


two referees 
tary 


Crumpsal! Hospitaf, 


North Manchester Group and Booth Haii 
Recognized 


with 
Secre- 
(6915) 
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NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR 
whole-time, resident, required in Department of 
Anaesthesia at Edgware General Hospital (715 beds) 
Vacant September 8, 1956. Hospital may be visited 
by direct appointment with Medical Director. Ap- 
plication forms obtainabie from, and returnable to, 
Group Secretary, Edgware General Hospital. 
Edgware, Middicsex. by August 28, 1956 (70838) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
and BOARD OF GOVERNORS OF THE 
UNITED SHEFFIELD HOSPITALS 


RECIPROCAL TRAINING SCHEME FOR 
SENIOR REGISTRARS 

Whole-time Senior Registrar in Anaesthetics re- 
quired. Initial tenure at City General Hospital, 
Shefficld (692 beds), a large general hospital hav- 
ing teaching affiliations with the University of 
Shefficld and with Professorial Medical and Gynae- 
cological Units, a Department of Thoracic Surgery 
and a Regional Cardiological Centre Appoint- 
ment for one year in first instance and renewabic 
thereafter annually. Incumbent will be transferred 
to the Teaching Hospitals for the second phase of 
the appointment in accordance with arrangements 
under the Reciprocal Training Scheme, Renewal of 
appointment and transfer to the Teaching Hospitals 
will be subject to satisfactory work and progress 
Further details and form of application from Senior 
Administrative Medical Officer, Shefficid Regional 
Hospital Board, Fulwood House. Old Fulwood 
Road, Shefficid. 10. Forms to be returned by Sep- 
tember 3, 1956 (6916) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
wholc-time 
REGISTRAR IN ANAESTHETICS 
a vacancy in the approved trainee establish- 
ment at the Orpington and Sevenoaks group of 
hospitals, available on November 1. 1956 The 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medical and 
Denta} Staff (England and Wales). and will be for 
one year in the first instance. Applications, giving 
Particulars of age, qualifications and experience with 
relevant dates, together with the names and ad- 
Gresses of two referees, to be sent to the Secretary. 
Registrars Committee, South-East Metropolitan 
Regional Hospital Board, 11, Portland Place, W.1. 
not later than September |, 1956 (6917) 


SOUTH CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


to fill 


J.H.M.O. (Anaesthetics) 
3 years’ appointment ; D.A. preferred. New operat- 
ing suite to be opened shortly Duties chiefly at 
gencral hospital and a Maternity Unit at another 
hospital. Hospital approved for D.A. Salary and 
conditions as per regulations. Applications, giving 
age. details of experience, and names of three 
referees, immediately to Group Secretary. Group 
Headquarters, Barony Hospital, Nantwich. (7029) 


QUEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 


ANAESTHETIST (Senior Howse Officer) 

Resident post tenable for six months, from a date 
in September to be arranged, in the first instance. 
for duties at both hospitals. Post recognized for 
the purpose of the F.F.A.R.C.S. Applications two 
the House Governor by August 27, on forms ob- 
tainable from 339. Goldhawk Road, London, W.6 
(7010) 


WANDSWORTH HOSPITAL GROUP 
Hospital, Batham, S.W.12 


SENIOR HOUSE OFFICER (Anaesthetics) 
required immediately. Post recognized for D.A. and 


St. James’ 


FFARCS Applications, stating age. qualifica- 
tions, experience, and two referees, to Group 
Secretary at above address. (42729) (6807) 


WEST HAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Stratford, London, E.15 


RESIDENT ANAESTHETIST (S.H.0.) 
immediately for twelve months. Six months cach 
Queen Mary's and East Ham Memorial Hospitals 
Combined post recognized for F.F.A.R.C.S. Ap- 
Dlications, with copies of testimonials, to Group 
Secretary by August 23, 1956 (7054) 


WOOLWICH GROUP HOSPITAL 
MAN AGEMENT COMMITTEE 


SENIOR HOUSE OFFIC ERS (Anaesthetics) 

One at St. Nicholas Hospital. Plumstead, vacant 
now. and one at Memorial Hospital, Woolwich, 
vacant August 18. Both posts recognized for 
F.F.A.R.C.S. and are for 6 months in the first 
instance and may be renewed. Possession of D.A. 
an advantage Apply to Group Secretary, 
Memorial Hospital. Shooters Hill, Woolwich, 
S.E.18. (6750) 


18, 1956 


ROYAL INFIRMARY 


BRADFORD 


SENIOR HOUSE OFFICER (Anaesthetics) 
vacant September 15. Recognized for D.A. and 
FRA Opportunities for plastic and intra- 
thoracic experience Applications, stating age, ex- 
perience, nationality and qualifications, with copy 
testimonials, to Secretary (6486) 


BRISTOL, COSSHAM & FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the appointment of 
RESIDENT ANAESTHETIST 

at Frenchay Hospital (542 beds. gencral medicine 

and surecry and regional departments of neuro-, 

plastic and thoracic surgery). The appointment 

will be made either in the House Officer grade or 

in the Senior House Officer grade according to 


qualifications and experience of the successful 
candidate. Applications, naming two referees. to 
be submitted to the Group Secretary, Frenchay 
Hospital, Bristol, by August 31. 1956 (6514) 


CAMBRIDGE, ADDENBROOKE’S HOSPITAL 


RESIDENT ANAESTHETIC SENIOR HOUSE 
OFFICER 

required late September for one year. Anaesthetic 

experience essential. Apply, stating age, nationality. 

qualifications and expericnce (with dates) and 

copies of three testimonials, to Secretary by August 

29. (6918) 


DARLINGTON MEMORIAL HOSPITAL 


RESIDENT ANAESTHETIST §.H.0. 

Applications are invited from male or female 
practitioners for the above appointment, vacant 
September. The Hospital is recognized for the 
study for the D.A. and F.F.A.R.C.S. Salary £745 
per annum. Apply with references and full details 
to the undersigned forthwith -——-G. W. Beckwith, 
Group Secretary (7114) 


GLASGOW ROVAL INFIRMARY 
SENIOR HOUSE OFFICER in Anaesthetics 


Facilities available for study for the D.A. and 
the F.F.A.R.C.S ‘rite, giving three names for 
reference, not later than August 31, 1956, to the 


Board of Management for Glasgow Royal 
135, Buchanan 
(6982) 


Secretary, 
Infirmary and Associated Hospitals, 
Street, Glasgow, C.1 
KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (301 beds) 


SENIOR HOUSE OFFICER Anaesthetics 
required. (Male or female.) Resident. Vacant August 
3 Recognized D.A. and F.F.A.R.C.S. Applica- 
tions, giving age, qualifications and experience. with 
names of two referees, to Group Secretary, Sher- 
wood Park. Tunbridge Wells (6770) 


KETTERING & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Kettering General Hospital, Kettering (170 beds) 

Applications are invited from registered medical 
practitioners for the appointment of 

SENIOR HOUSE OFFICER in Anaesthetics 
Post recognized for D.A Applications giving 
details of qualifications and experience and enclos- 
ing copies of three recent testimonials to be sent to 
the Group Secretary at the above address (6835) 


LEEDS “A” GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited from registered medica} 
Practitioners for the appointment of 

SENIOR HOUSE OFFICER (Anaesthetics) 
for duties mainly at St. James's Hospital. The 
appointment is recognized for the D.A. and the 
F.F.A. Applications to the undersigned as soon as 
possible —J. Folkard, Secretary to the Committec. 
Administrative Offices, St. Hospital. 
Leeds, 9 (6959) 


_NOTTINGHAM GENERAL HOSPITAL 


James's 


SENIOR HOUSE OFFICER (Anaesthetics) 
required as soon as possible. The post is recognized 


for the D.A., and the F.F.A.R.C.S. This is a busy 
general Hospital giving experience in all branches 
of surgery Applications, stating age, nationality 


qualifications and experience, together with copies 
of testimonials. to be sent to the Group Secretary 
(5642) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


APPOINTMENT OF SENIOR ANAESTHETIC 
HOUSE OFFICER 

Applications are invited for the appointment of 
Senior Anaesthetic House Officer (Resident) for 
duties at the Oldham Roya! Infirmary (190 beds) 
and the Oldham and District General Hospital 
(975 beds). vacant immediately. The hospitals arc 
recognized for the D.A Applications, giving age. 
sex, nationality. qualifications and previous ap- 
pointments, together with the wames of three 
Persons to whom reference may be made if desired. 
should be forwarded forthwith to the Group Sec- 
retary. Oldham and District Hospital Ma nt 
Committee. Central Offices, Rochdale Road, Old- 
ham. (6994) 


AUG. 


Anaesthetics—contd. 
ORPINGTON HOSPITAL, Orpington. Kent 


RESIDENT S.H.0. A 
required immediately for above 813 bedded General 
Hospital. Male or female. Recognized for D.A 
Applications, with copies of two recent testimonials. 
to Physician Superintendent. (7062) 


1956 


SEDGEFIELD GENERAL HOSPITAL 
Sedgefield, Stockton-on-Tees, Co. Durham 
(3% beds) 


(Sedgefield Hospital Management Committee) 


SENIOR HOUSE OFFICER Aanaesthetist 
urgently required. Full consultant staff employed 
and the post. which offers excellent facilities for 
Anaesthetic training. is recognized in connection 
with examinations for the higher qualifications. Ap- 
plications, together with two recent testimonials, or 
names of two referees, to the undersigned —L 
Watson, Group Secretary (7089) 


SOUTH CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


S.H.0. ANAESTHETICS 
6 months or 12 months as preferred. Approved 
for D.A. Duties chiefly at general hospital and 
maternity unit. Salary and conditions as per reguila- 
tions. Applications, stating age, details of ex- 
perience. qualifications, and names of three referees. 
immediately to Group Secretary, Group Head- 
quarters, Barony Hospital, Nantwich, Cheshire 
ANAESTHETIST. LOCUM 
month of September. 2 weeks 9 sessions, 2 weeks 
8 sessions Applications, with full detail’. im- 
mediately to Group Secretary, Group Headquarters. 
Rarony Hospital. Nantwich, Cheshire (7030) 


SOUTHEND-ON-SEA. HOSPITAL 


GENERAI 


IDENT ANAESTHETIST 

(Senior House Officer grade) 
Post vacant October 1, 1956. The appointment is 
recognized as fulfilling the conditions of the 
F.F.A.R.C.S. and the D.A. Applications, stating 
aeec, expcricnce and qualifications, with copics of 
two testimonials. should be sent to the undersigned 
sot later than August 24, 1956.—J. C. Field, Sec- 
retary (7037) 


WARRINGTON GENERAL HOSPITAL 


(344 beds) 


Applications = invited for appointment as 
RES 


Applications are invited for the post of 
RESIDENT ANAESTHETIST (Ma’e or Female) 
(Graded as Senior House Officer) 

The Hospita! is recognized for the D.A. Exam- 
ination. Salary is £745 per annum, less a deduction 
ot £150 per annum for residential emoluments 
Applications. stating qualifications and experience, 
should be semt to H. L. Boot, Group Secretary, 
Warrington & District Hospital Management Com- 
mittee, c/o General Hospital, Warrington, Lance 

(7005) 


CASUALTY 
EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR (Casualty) 
Peterborough Memorial Hospital, 150 beds, Six 
months of tenure recognized for F.R.C.S.  Ap- 
pointment for one year, renewable for second year 
Applications. stating age, experience. and the 
names of three referees. to the Board's Senior 
Administrative Medical Officer, 117, Chesterton 
Road, Cambridge. by August 27, 1956. Candidates 
invited to visit hospital by direct arrangement with 
Hospital Management Committee Secretary at the 
Hospital! (6919) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CASUAI Ty REGISTRAR 
whole-time, required at Edgware General Hospital, 
Edgware, Middlesex (715 beds). Hospital may be 
visited by direct appointment with Medical 
Director. Application forms obtainable from, and 
returnable to. Group Secretary, Edgware Gencral 
Hospital by August 28, 1956. (7090) 


ee & DISTRICT HOSPITAL 
ANAGEMENT € COMMITTEE 


Royal Infirmary, Blackburn (262 general beds) 


JUNIOR HOSPITAL MEDICAL OFFICER or 
SENIOR HOUSE OFFICER 


required August 30, Post ~ for 
FRCS. 1.H.M.O. post can be for any period 
up to four years and a starting salary above the 
minimum of the scale may be approved on account 
of special experience or qualifications. Apply to 
Secretary. H.M.C. Office. Royal Infirmary, Biack- 
burn, Lancs (6627) 


BRITISH MEDICAL JOUR NAL 


IMPORTANT NOTICE 
APPOINTMENTS 


Medical practitioners are requested 


not to apply 

for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or in the case of the Irish 
appointment, with the Medical Secretary 
of the Irish Medical Association, 10, 
Fitzwilliam Place, Dublin, or in the case 
of the South African appointment, with 
the Medical Secretary of the Medical 
Association of South Africa, 35, Wale 
Street, Capetown, to learn the views of 
the Association regarding the terms and 
conditions of service pertaining to the 
appointment : 

COUNTY BOROUGH OF MIDDLESBROUGH 


REPUBLIC OF IRELAND. 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY 


Visiting Staff 
GOVERNMENT OF CYPRUS 


MINES BENEFIT SOCIETY 
JOHANNESBURG 


Appointment of Urologist 


By Order of the Council, 
A. MACRAE, 


August 14, 1956. Secretary. 


HUDDERSFIELD ROYAL INFIRMARY 
(285 beds) 
Applications are invited for the post of 
CASUALTY OFFICER 

The post, which is resident, is graded Junior 
Hospital Medical Officer and is recognized under 
the Fellowship regulations Duties terminate at 
7 p.m. daily with one night weckly on call. Ap- 
plications for the appoiatment, which will be 
vacant on September 1, 1956, should be accom- 
panied by copies of three recent testimoniais and 
addressed to the undersigned.—H. J. Johnson, 
Group Secretary. The Royal Infirmary, Hudders- 
field (6511) 


SOUTHPORT GENERAL INFIRMARY 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Resident) 


Whole-time casualty post. Apply, stating age, 
nationality. qualifications, experience and copies of 
two recent testimonials, to Group Secretary, South- 
port & District H.M.C., Promenade Hospital, 
Southport (6749) 


ST. GILES’ HOSPITAL, Camberwell, S.E.5 


SENIOR HOUSE OFFICER (Casualty Duties) 

Applications invited for appointment as Senior 
House Officer (casualty duties) Recognized for 
F.R.C.S. Vacant September 16. Resident or non- 
resident. Apply, giving details of age, qualifications 
and previous posts, with copy testimonials, or 
names of referees, to Group Secretary. Dulwich 
Hospital, $.E.22. by August 27 (6629) 


WANSTEAD HOSPITAL, Hermon Hilt, E.11 
ast beds) 


Applications are invited “for the post of 
CASUALTY OFFICER ( for F.R.C. Ss) 


SELLY OAK HOSPITAL 
equipped beds) 


ASSISTANT CASUALTY OFFICER 
(Senior H Officer 


jouse 

Resident or non-resident. Residential charge £150 
per annum. Recognized for F.R.C.S. Apply giving 
qualifications, experience and age, with copies of 
three recent testimonials, to Medical Superintendent 

(6960) 


BOURNEMOUTH & EAST DORSET HOSPITA™ 
MANAGEMENT COMMITTEE 


Poole General, Hospital 
CASUALTY OFFICER 
required to commence duty on August 20, 1956. 
Post suitable for persons reading for higher 
diplomas. Applications to the Hospital Secretary 
(6606) 


CHESTERFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
required October | at Chesterfield Royal Hospital 
for Accident and Orthopaedic Department. Post 
recognized for F.R.C.S. taining and offers valu- 
able experience. National salary and conditions. 
Apply M. H. Boone, Secretary (6632) 


HASTINGS, ROYAL EAST SUSSEX HOSPITAL 
150 beds 


SENIOR HOUSE OFFICER 
(Casualty and 
Post vacant August 20, 1956 
Administrator 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from Londow) 
RESIDENT CASU ALTY OFFICER 
(Senior House Officer Grade) 
with attachment to Pacdiatrician and Ophthalmic 
Consultant. Salary £745 per annum. less £150 per 
annum residential emoluments. Recognized under 
F.R.C.S. regulations. Appointment tw commence 
as soon as possible. Apply. with full details and 
references, to Group Secretary, Hertford H.M.C., 
County Hospital. Hertford, Herts. Locum periods 
considered (6547) 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


Apply to Hospital 
(6920) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
Casualty /Orthopaedics 

together with such other duties as may be required 
Post recognized for F.R.C.S Appointment for 
one year. Applications, with names and addresses 
of two referees, to be forwarded immediately to 
the Group Secretary of the above Committee, c/o 
St. James’ Hospital. Kine’s Lynn (6633) 


KINGSTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston Hospital, Wolverten Avenue. 
Kingston-upon- Thames 
Applications are invited from suitably qualified 
and experienced medical officers for the post of : 
SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic) 
The post, which is available on October 1, 1956, is 
recognized in Casualty for F.R.C.S. purposes. Ap- 
Plications, stating age. qualifications and experience. 
with two testimonials, should reach the Physician 
Superintendent of the hospital by August 31, 1946 
(6900) 


LEAMINGTON SPA. WARNEFORD GENERAL 
HOSPITAL (197 beds) 


CASUALTY OFFICER (5.H.0.) 
male or female, resident or non-resident Post 
vacant and suitable for ome reading for higher 
qualifications, being recognized for F.R.C.S., afford- 
img contact with all Specialist Units in the Hospital. 
Applications. with names and addresses of three 
referees, to Hospital Secretary (6901) 


graded ome House Officer, vacant Ser 

1956. Salary £745 per annum, less £150 per annum 
for board, lodging. etc. Applications, with ful! 
details, and copies of two recent testimonials, to be 
sent immediately to Secretary, H.M.C., Forest 
Group, Langthorne Road, E.11 (6881) 


CHELMSFORD AND ESSEX HOSPITAL 
CASUALTY OFFICER (Senior House Officer) 


Applications are invited tor the above resident 
post. It is recognized for the F.R.C.S. and offers 
excellent experience in the treatment of fractures 
and diagnosis of acute medical and surgical emer- 
gencies Opportunity is given for Casualty Officer 
to follow up his cases in the wards and to obtain 
operating experience im major theatre under the 
guidance of the Consultants or the Resident Surgi- 
cal Officer. Off duty time is gencrous and the post 
is one likely to suit both an officer seeking a higher 
qualification in surgery or one intending Genera) 
Practice. The vacancy will occur on September 2 
Apply, Secretary, Chelmsford Hospital Manage- 
ment Committce, and Essex Hospita) 
Cheimsford. (5681) 


SIDCUP AND SWANLEY HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
(Casualty & ic) 
required from mid-September, 1956. The success- 
ful applicant wil] serve three months as Casualty 
Officer and three months in the Orthopaedic De- 
partment. The post is recognized under the Fel- 
lowship Regulations as a period of six months’ 
Casualty training Applications, stating 
qualifications and experience, together with names 
and addresses of two referees, should be sent to 
Secretary, Queen Mary's Hospital, Sidcup, Kent 
(7059) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 22 
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Casualty —contd, 
SOUTHEND, GENERAL HOSPITAL 


Application are invited for the post of 
SECOND CASUALTY OFFICER 
(Senior House Officer Grade) 
with duties in the Fracture and Orthopaedic Depart- 
ment. Resident. Post vacant September 2, 1956 
The post is recognized for F.R.C.S. Applications, 
stating age, qualifications and expericnce with 
copies of recent testimonials, to reach the under 
signed by August 23, 1956.—J. C. Field, Secretary 
(7038) 
THE UNITED CARDIFF HOSPITALS 
Mications are ited for the appointment of 
NIOR. HOL ‘OFFIC ER (non-resident) 

to the Casualty Orthopaedic and Fracture Depart- 
ments at the Cardiff Royal Infirmary The success- 
ful applicant will spend & months in the Casualty 
Department and four months in the Orthopacdic 
and fracture Department Application forms are 
available from the Secretary to the Board at the 
Cardiff Royal Infirmary, Cardiff, and should be 
returned within 14 days of the appearance of this 
advertisement (7091) 


WATFORD, HERTS, PEACE MEMORIAL 
HOSPITAL (208 beds) 


SENIOR HOUSE OFFICER (Caswalty) 
required for full-time duties in modern department 
Two other Casualty Officers employed. Post recor- 
nized for F.R.C.S. Vacant August 20. Applications, 
with names of two referces. to the Administrator 

(6176) 


HERTS, PEACE MEMORIAL 
(208 beds) 


WATFORD, 
HOSPITAL 


SENIOR HOUSE OFFICER (Casualty) 
required for part-time dutics in modern depart- 
ment to assist two full-time Casualty Officers 
Times of duty can be adjusted to swit applicant 
and amount to approximately 26 hours per week 
Applications, with names of two referees, to the 
Administrator 


QUEEN MARY’S HOSPITAL FOR THE 
EAST END 
West Ham Lane, Stratford, London, £.15 


JUNTOR CASUALTY OFFICER 
(House Officer 3rd Post) 
required immediately for six months. Applications, 
with copies of testimonials, to Group Secretary. 
West Ham Group Hospital Management Com- 
mittee, Stratford, E.15, by August 28. 1956 


READING, BATTLE HOSPITAL (391 beds) 


Applications are invited from registered medical 
practitioners for two posts of 

RESIDENT JUNIOR HOUSE SURGEON 
in the Area Accident and Orthopacdic Department 
(One vacant immediately the other October | next.) 


F.R.C.S. recognized Also casualty duties. Salary 
£425 tw £525 per annum, less £125 board residence 
Apply stating age qualifications with datcs 


present post, with one copy of recent 
Hospital Secretary (6548) 


nationality 
testtmonial, to 


WINDSOR GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Upton Hospital, S'ough 
CASUALTY HOUSE OFFICER 
required. one of two, for busy Casualty Depart- 
ment Experience provided in Orthopaedic and 
Plastic cases Salary on House Officer scale plus 
£50 per annum. Applications, together with names 
(6636) 


of two referees, to Secretary 
CHESTERFIELD HOSPITAL MANAGEMENT 
COMMITTEE 
CASUALTY OFFICER 

required towards mid-September at Chesterficid 
Royal Hospital. Post recognized for pre-registra- 
tion service and F.R.C.S. examinations Apply 

H. Boone, Secretary (Pr.6921) 


ROYAL SUSSEX COUNTY HOSPITAL (312 beds) 


CASUALTY HOUSE SURGEON (one of three) 
required early September. Duties include work in 
Orthopaedic and Traumatic Unit. Recognized for 
pre-registration and F.R.C.S Applications, stating 
usual particulars, and naming two referees, to the 
Administrative Officer Royal Sussex County 
Hospital, Brighton. 7 (Pr.7092) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


S.W.3 


BROMPTON HOSPITAL, 


Applications invited for post of 

MEDICAL REGISTRAR (Whole-time) 
Salary within the Registrar grade The appoint- 
ment is for one year, commencing October 1, 1956 
with cligibility for re-appointment Candidates 
must hold the M.R.C.P. Diploma or the MB. of a 
University Applications, stating age, qualifications 
(with dates), nationality and appointments held, 
together with copies of testimonials, by September 

&, to Kenneth A. F. Miles, House Governor 
(7080) 


BRITISH MEDICAL JOURNAL 


1956 


Aus. 18, 


LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 
A vacancy occur 


fo 
RESIDENT ‘ASSISTANT PHYSICIAN 
at the Country Branch, Arlesey, near Letchworth 


Appointment for one year from November 1, 1956, 
and rencwabic Post graded as Senior Registrar 
(with 


Applications Stating age. qualifications 
dates) and previous appointments held, with copies 
of three testimonials, should reach the undersigned. 
from whom further particulars may be obtained, 
by September 1s Thomas Brown, House 
Governor, London Chest Hospital, E.2 (7104) 


METROPOLITAN REGIONAL 
HOSPITAL BOARD 


NORTH-WEST 


WHOLE-TIME MEDICAL REGISTRAR 
(residemt or non-resident) required at Colindale 
Hospital, Colindale Avenue, London, N.W.9, which 
accommodates 300 tuberculosis paticnts. Experience 
in diseases of the chest desirable. The Hospital, 
which is within casy access of the centre of 
London, may be visited by direct appointment with 
the Physician Superintendent Application forms 


obtainabie from, and returnable to, the Group 
Secretary, Edgware Genera| Hospital, Edgware. by 
August 28, 1956 (7015) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN CHEST DISEASES 
Leeds Chest Clinic and additional duties as re- 
quired at Regional Sanatoria. Previous experience 
in diseases of the chest desirable. Accommodation 
for a single person only at Killingbeck Hospital. 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates), 
together with the names and addresses of three 


referces, to the Secretary, The Joint Registrars 
Committee, Park Parade, Harrogate, by August 24, 
1956 (6638) 


STOKE-ON-TRENT GROUP 
REGISTRAR, Chest Diseases 


for Cheshire Joint Sanatorium (305 beds) Ex- 
perience gencral medicine required Application 
forms from Group Secretary, Princes Road, Stoke- 
on-Trent, to be returned by August 27, 1956 
Candidates may visit hospital. (6961) 
BEVENDEAN HOSPITAL 
Road, Brighton, 7 (165 beds) 


Applications are invited for the post of 

JUNTOR HOSPITAL MEDICAL OFFICER 
at the above Hospital for chest diseases. Salary 
£775 by £50 to £1,075 per annum Applications, 
stating nationality and usual particulars, together 
with the names of two referees, should be sent to 


the Administrative Officer, Brighton General 
Hospital, Elm Grove. Brighton, 7, as soon as pos- 
sible (7093) 


READING & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the appointment of 

JUNIOR HOSPITAL MEDICAL OFFICER 
in the Area Department of Diseases of the Chest, 
for duty in the Reading Chest Clinic The post 
offers wide experience in both thberculosis and 
non-tuberculous chest diseases and duties will in- 
clude attendance at Prospect Park Hospital, Read- 
ing. and Peppard Chest Hospital, Henicy. Facili- 
ties are availab'e for post-graduate studics. Salary 
within the scale £775 to £1,075 per annum. Ap- 
plications, stuting age and qualifications, together 
with names of three referees, should be sent to the 
Group Secretary, 3, Craven Road, Reading. (6537) 


SKIPTON (near), GRASSINGTON HOSPITAL 


beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 
required for the above hospital, which provides 
treatment for tuberculosis patients, men and 
women. Accommodation availabie for single ap- 
plicants. Post tenable from September 1, 1956, or 
earlier if desired. Applications to Medical Superin- 
tendent (6487) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, Londoa, N.21 


SENIOR HOUSE OFFICER 


resident, for T.B. Unit (100 beds). Applications, 
with copies of three testimonials, to Hospital 
Secretary (7056) 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


Liangwyfan Hospital, near Denbigh 
(370 beds. Pu'monary and Non-pulmonary tuber- 


Genito-Urinary Unit, 
Unit and Children’s Unit) 


SENIOR HOUSE OFFICER 
(male or female) required at the above hospital. 
Applications to be sent forthwith to Group Sec- 
retary, Rhianfa,” Russell Road, Rhyl. (6962) 


NORTHAMPTON (near). 
SANATORIUM 


Applications are invited from suitably qualified 

medical practitioners for the post of 
SENIOR HOUSE OFFICER 

The Sanatorium has 138 beds and is for the treat- 
ment of both pulmonary and non-pulmonary 
tuberculosis. There is a new major thoracic surgical 
unit for T.B. and non-tuberculous diseases of the 
chest. Applications, stating age, expericnce and 
qualifications, together with the names and addresses 
of two referees, should be sem to the Secretary, 
Northampton and District Hospital Management 
Committee. General Hospital, Northampton. (6922) 


NORTHAMPION (near), CREATON 
SANATORIUM 


Applications are invited for the post of 
HOUSE OFFICER 

which is recognized as a pre-registration medical 
appointment. The Sanatorium has 138 beds and is 
for the treatment of both pulmonary and non-pul- 
monary tuberculosis There is a new major 
thoracic surgical unit for T.B. and non-tuberculous 
diseases of the chest Applications, stating age, 
experience and qualifications, together with the 
names and addresses of two referees, should be 
sent to the Secretary, Northampton and District 
Hospital Management Committee, General Hospital, 
Northampton (Pr.6923) 


DERMATOLOGY 
GUY'S HOSPITAL, S.E.1 


Applications are invited for the post of 
PART-TIME REGISTRAR 
in the Dermatological Department at Guy's Hospital 
with attendance on 7 sessions per week. The ap 
pointment will be for one year in the first instance 
from October 1, 1956. Forms of application are 
obtainable from, and should be lodged with, the 
Superintendent. Guy's Hospital, London Bridge, 
S.E.1, not later than August 24. 1956 (6797) 


THE UNITED BIRMINGHAM HOSPITALS 


Applications are invited for the post of 
NON-RESIDENT REGISTRAR IN 
DERMATOLOGY (Registrar Grade) 

for duty in the above hospitals. Tenabie for one 
year in the first instance Candidates must be 
registered medical practitioners and should have 
held a resident hospital appointment in medicine 
and surgery. The possession of the M.R.C.P. will 
be an advantage. Forms of application may be 
obtained from the Secretary, United Birmingham 
Hospitals, Queen Elizabeth Hospital, Edgbaston, 
Birmingham, 15, and should be returned to him not 
later than August 25, 1956 (7013) 


ARCHWAY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


CLINICAL ASSISTANT (Genera! Practitioner) 
required at Whittington Hospital to assist in Skia 
Out-patient Clinic 2 hours weekly (Tuesday morn- 
ing) Application forms obtainable from Group 


Secretary, 46, Cholmeley Park, N.6, and returnable 

to the Medical Superintendent, Whittington 

Hospital, London, N.19, by August 27 (6882) 
BIRMINGHAM, 


is, THE SKIN HOSPITAL 
In-patients’ Department, George Road 


HOUSE SE “OFFICER or 
OUSE OFFICER 
according to Modern well-cquipped 
patients’ Department. providing facilities for study 
of skin diseases Required to assist Consultant at 
Out-patient Clinics Applications, with copies of 
two recent testimonials, to Group Secretary, Dudley 
Road Hospital. Birmingham, 18 (7034) 


EAR, NOSE, AND THROAT, ETC. 
NEWCASTLE REGIONAL HOSPITAL BOARD 


Durham and North- west Durham Hospital 
Management Committees 
Dryburn 300 beds, County 116 
beds, Derham Shotley Bridge General 530 beds, 
Maiden Law 108 beds) 

TWO CONSULTANT E.N.T. SURGEONS 
whole-time or maximum part-time for a minimum 
of Nine Notional Half Days cach per week. One 
of the appointees will be designated senior. Ap- 
pointees will be required to work as a team in 
these Management Committee areas and to reside 
one In each area. Applications. with names and 


addresses of three referees. to S.A.M.O.. Walker 

Gate Hospital. Benficld Road, Newcastle-upon- 

Tyne. 6. within 28 days (6971) 
STOKE-ON-TRENT GROUP 
REGISTRAR, E.N.T. Surgery 


for North Staffordshire Royal Infirmary. Experience 
specialty essential. Resident or non-resident. Ap 


plication forms from H.M.C. Secretary, Princes 
Road, Stoke-on-Trent, to be returned by August 
27, 1956. Candidates may visit hospital. (6963) 


— 
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Ear, Nose, and Throat—contd. 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Wes th ec, B 


Applications ase invited for the ee of a 
ESIDENT MEDICAL OFFICER 
f Registrar Grade for E.N.T. and Ophthalmic 
duties. The post becomes vacant on August 31, 
1956. In addition to duties at the above Hospital. 
the successful candidate will be required to assist 
in the E.N.T. and gPhthalmic Out-patient Clinics 
at the Royal Victoria Hospital. Shelley Road, 
Boscombe, and the Poole General Hospital, Poole, 
The appointment is recognized for the D.O. and 
D.L.O. Diplomas and there is ample opportunity 
for studying for these. Forms of arplication, which 
may be obtained from the Group Secretary. H.M.C 
Office. Royal Victoria Hospital, Gloucester Road 
Boscombe, Bournemouth, should be returned to 
him duly compicted within i4 days of the ap- 
pearance of this advertisemen (6924) 


UNITED BRISTOL HOSPITALS 
Goint Appointment with South-Western Regional 
Hospital Board) 


E.N.T. SENIOR REGISTRAR 


The successful applicant will be appointed for 
one year in the first instance in the United Bristol 
Hospitals The holder of the post is normally ap- 
pointed Tutor in Otorhinolaryngology in the 
University of Bristol Applications, giving names 
of two referees, should be sent not later than 
August 27. 1956, to: Secretary, Royal Infirmary, 
Bristol, 2 (7024) 


ST. JAMES’S HOSPITAL, Balham, 5.W.12 


PART-TIME CLINICAL ASSISTANT (E.N.T.) 
required for two sessions per weck (Monday morn- 
ing and Thursday afternoon) Salary £175 per 
annum per scssion. Applications in writing, stating 
age. qualifications, cxpericnce, and two referees, to 
Group Secretary at above address by September 8 
(42728) (7001) 


THE ROYAL NATIONAL THROAT, NOSE AND 
EAR HOSPITAL 
Gray's Inn Road, W.C.1, and Golden Square, W.1 
with which is associated the Institute of 
Laryngology and Otology (University of London) 


GENERAL PRACTITIONER CLINICAL 

ASSISTANTS AND OUT-PATIENT ASSISTANTS 

These appointments give those cngaged in 
Seneral practice, who are able to attend for two 
sessions weekly over a period of 15 months com- 
mencing in October, 1956, the Opportunity of 
widening their clinical experience in the Specialty. 
At the end of three months’ training period the 
holders will be appointed as Out-paticnt Assistants 
with remuncration under paragraph 10 (b) of the 
N.H.S. terms and conditions of service. Further 
particulars may be obtained fom the House 
Governor (6429) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
Kingston-upon- Thames 

Applications are invited from suitably qualified 

and experienced medical officers for the post of 
SENIOR HOUSE OFFICER (E.N.T.) 

The post, which is recognized for D.L.O. pur- 
poses, includes a small amount of relief duties in 
the Casualty Department and is available on 
October 1, 1956. Resident or on a Duty Room 
basis Applications, stating age, qualifications 
and experience, with two recent testimonials, 
should reach the Physician Superintendent of the 
hospital by August 31. (6902) 


SOUTH MANCHESTER H.M.C. 
Wythenshawe Hospital, Manchester, 23 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (E.N.T.) 

for the above named Hospital. The post is recog- 
nized by the Royal College of Surgeons of 
England. Applications, stating age. qualifications, 
Present post, experience, and names of two 
referees, should reach the Group Secretary, With- 
ington Hospital, Manchester, 20, within 7 days of 
the appearance of this advertisement 7074) 
WOLVERHAMPTON, THE ROYAL HOSPITAL 

An Associated Hospital of the University of 

Birmingham Medical Schoot 
8.H.0. or H.0. 

required E.N.T. Department. Recognized for the 
D.L.O. and F.R.C.S. Examination. Aiso listed as 
Pre-registration post Vacant now Apply Sec- 
retary, with copies of testimonials (7047) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Riding Infirmary. ! 
(Eye, Ear, Nose & Throat Centre) 


invited for the post of 
HOUSE OFFICER 
The post is a for the D.L.O. examination 
and for the Fellowship in Otology of the Royal 
College of Surgeons. Applications. stating full 
details, and giving two names for reference, should 
be addressed to the Hospital Secretary. (6639) 


BRITISH MEDICAL JOURNAL 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
HOUSE SURGEON 

in the Ear, Nose and Throat Department of the 
Aberdeen Royal lIafirmary for a period of six 
months from August 1, 1956, to January 31, 1957. 
The post is a resident one. The appointment is 
approved as a pre-registration post and tenure for 
the prescribed period will count towards full 
registration on the Medical Register for pro- 
visionally registered practitioners Applications, 
with full details, and giving the names of two 
referees, should be lodged immediately with the 
Secretary. Aberdeen Genera] Hospitals, P.O. Box 


No. 92. 62, Queen's Road, Aberdeen. (Pr.7040) 
GERIATRICS 
EASTERN REGIONAL HOSPITAL BOARD 
Scotland) 


as 
Geriatries, Dundee and Anghs Area 
Applications are invited for the post of 
SENIOR REGISTRAR 

for the Geriatric Service in the Dundee and Angus 

Area, which is based on Maryfield (General Teach- 

ing) Hospital, Dundee, and Stracathro (General) 

Hospital. near Brechin. The Senior Registrar will 

have his main responsibilities at Stracathro 

Hospital Further particulars and forms of ap- 

plication from the Scerectary to the Board. 430 

Blackness Road, Dundec, with whom applications 

must be lodged not later than September 8. 1956 
(7014) 


SOLTH MANCHESTER H.M.C. 
Withington Hospital, Manchester, 20 


Applications are invited for the post of 

VISITING MEDICAL OFFICER 
at the Philip Godiec Lodgc, Wilmslow Road, Man- 
chester, 20. This home is a continuation hospital 
or convalescent home for aged people who are ad- 
mitted through the geriatric units at Withington 
and Crumpsall hospitals The officer appointed 
would work under the direction of the consultant 
physicians and be responsible for the general 
medical care of the patients, and should live with- 
in casy reach of the home. Salary £175 per annum. 
Applications, with full details, and with the names 
of two referces, should be sent to the Group Sec- 
retary, Withington Hospital, Manchester, 20, with- 
in 10 days of the appearance of this advertisement. 
(7075 


GLASGOW, N.1, STOBHILL GENERAL 
HOSPITAL 


Applications are invited for the post of 

JUNTOR HOSPITAL MEDICAL OFFICER 
in the Acute Geriatric Unit (70 beds, for assess- 
ment and rekabilitation) supervised by a Consul- 
tant Physician specializing in Geriatrics. The ap- 
pointment offers excellent clinical experience in 
the diagnosis and treatment of acute and other ill- 
nesses in the elderly and will be for two years in 
the first instance. Applications, stating age, quali- 
fications and experience. with the names of two 
referees, should be sent to the Medical Superin- 
tendent (7077) 


WATFORD. SHRODELLS HOSPITAL 
(General Hospital, 420 beds) 


Applications gee invited for the post of 
SENIOR HOUSE OFFICER 
to the Seieete Unit. This unit of 180 beds, under 
full-time Geriatrician, offers excellent clinical ex- 
perience in the diagnosis and treatment of acute 
and other illnesses in the elderly. Full laboratory 
and radiological facilities available. Adequate time 
for reading Applications, together with copies of 
not more than two testimonials, to reach the 
Medical Officer-in-Charge as soon as possible 
(7048) 


WHITTINGTON HOSPITAL, London, N.19 


Applications are invited for the post of 
GERIATRIC HOUSE PHYSICIAN 
vacant October 1. 1956 Pre-registration candi- 
dates who have held a first appointment may apply. 
Application forms obtainable from the Group Sec- 
retary, 46, Cholmeley Park, London, N.6 (ARC 
3070, Ext. 24), and returnable to the Medical 
Superintendent, Whittington Hospital. London. 
N.19. by August 27, 1956. (6883) 


INFECTIOUS DISEASES 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR to Infectious Diseases. 

Castle Hitt Hospital, Cottingham (167 LD. beds) 

Resident. Applications, stating age, qualifications 
and details of present and previous appointments 
(with dates), together with the names and addresses 
of three referees. to the Secretary. The Joint 
Registrars Committee, Park Parade, Harrogate, by 
August 24, 1956. (6640) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Ledge Moor Hospital, Sheffield (496 beds) 


WHOLE-TIME RESIDENT REGISTRAK 
(Infectious Diseases) 
required. Appointment for one year in firs 
instance. Apply to Secretary, Shefficid Regiona 
Hospital Board. Olc Fulwood Road, Shefficid, by 
August 27. 1956, giving age, nationality. qualifica 
tions, present and previous appoiniments (with 
dates). naming three referees (6925) 


THE UNITED CAMBRIDGE HOSPITALS 


SENIOR HOUSE OFFICER (resident) 
at Brookficids Hospital for Infectious Discases 
Poliomyelitis and Tuberculosis, with other work to 
be atranged at Addenbrooke's Hospital, Appoint- 
mem for 6 or 12 months from September | Ap- 
plications, stating age, qualifications and ex- 
perience (with dates) and copies of, three testi- 
monials, to Secretary, Addenbrooke's Hospita’, 
Cambridgc. by August 25 (6926) 


CAMERON LD. HOSPITAL 
Windygates, Fifeshire 


TWO RESIDENT HOUSE PHYSICIANS 
required as at October 1, 1956, one for duty in the 
infectious diseases wards (100 beds) and one for 
duty for the remaining beds, 30 aged sick and 
tuberculosis Both posts qualify for pre-registra- 
tion. Salary in accordance with Nationa! Scaics 
Apply, with copies of two recent testimonials, to 
the Medical Superintendent. East Fife Hospitals 
Board of Management, 243A, High Street. Kirk- 
caldy (Pr .6983) 


MEDICINE 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


MEDICAL REGISTRAR (General) 
required at Central Middlesex Hospital. with duties 
mainiy in Geriatric Department This involves 
close liaison with genera! practitioners, and home 
visiting of patients Whole-time Non-resident 
except when on duty Post vacant November 40, 
1956 Applicants may visit hospital by direct ap- 
pointment Application forms obtainable from 
and returnable to, Group Secretary, Central Mid- 
diesex Group H.M.C., Park Royal, N.W.10, within 
ten days (6751) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for a whole-time ap- 

pointment as 
RESIDENT MEDICAL OFFICER 

to fill a vacancy in the approved establishment at 
the Seamen's group of hospitals, available on 
November 1, 1956. The successful candidate will 
be required to reside at the Dreadnought Seamen's 
Hospital, Greenwich, S.E.10. The salary will be 
£965 per annum and the appointment will be in 
accordance with the Terms and Conditions of 
Service of Hospital Medical and Dental Staff 
(England and Wales) and will be for one year in 
the first instance, renewable for a further year. Ap- 
plications, giving particulars of age, qualifications 
and experience, with relevant dates, together with 
the names and addresses of two referees, to be 
sent to the Secretary, Registrars Committee, South- 
East Metropolitan Regional Hospital Board, 11, 
Portland Place, W.1, not later than September 1, 
1956 (6927) 


ST. BARTHOLOMEW’S HOSPITAL, E.C.1, and 
NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for the post of 

SENTOR REGISTRAR in General Medicine 
to be held for two years at St. Bartholomew's 
Hospital; a third year at cither St. John's Hos- 
pital in the Chelmsford Group, or the Essex County 
Hospital in the Colchester Group; for a fourth 
year at research and/or in a special unit. The 
appointment is tenable this autumn and is subject 
to annual re-election Applications (10 copies), to- 
gether with the names of three referees, should be 
submitted to the undersigned within the next 14 
days.—C. C. Carus-Wilson, Clerk to the Governors, 
St. Bartholomew's Hospital, E.C.1 (7004) 


UNIVERSITY COLLEGE HOSPITAL 
Gower Street, London, W.C.i 


Apolications are invited for 
THREE MEDICAL REGISTRARSHIPS 
These appointments will include a period of duty 
at the Whittington Hospital, London, N.19, and 
will be for one year in the first instance from 
October 1, 1956, or as soon thereafter as possible 
Preference will be given to candidates holding 
higher qualifications, Applications, with the 
names of two referees. to Administrator and 
Secretary by August 29, 1956 (6997) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 22 
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Medicine—contd. 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS IN GENERAL MEDICINE 


() Wakefield (A) Group (80 General Medical 
beds) with additional duties in the Wakeficid 
(B) Group 

(i) St. Luke's Hospital, Bradford (170 General 


Medicai beds). Non-resident 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates), 
jogether with the names and addresses of three 


referees, the Secretary, The Joint Registrars 
Committee, Park Parade, Harrogate, by August 24 
1956 (6641 


MANCHESTER REGIONAL HOSPITAL BOARD 
salford Hospital Management Committee 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
(Registrar Grade) 
at Salford Royal Hospital. vacant October 11, 1956 
Applications, together with names and addresses 

two referees, to be forwarded to the Group 
Secretary, Salford Royal Hospital, Salford, 3, 
before September 1, 1956. (7095) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
City General Hospital, Sheffield (652 beds) 
WHOLE-TIME NON-RESIDENT MEDICAL 


REGISTRAR 
required with duties also at Fir Vale Infirmary 
General medical experience would be gained at 


the City General Hospital and ecriatric experience 
at Fir Vale Infirmary Appointment for one year 
in first instance Apply to Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road 
Sheffield by August 27 1956, giving age 
nationality, qualifications. present and previous ap- 
pointments (with dates) naming three referees 
(6642) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 
(Group Appoiatment) 


REGISTRAR, General Medicive (resident) 
Duties mainiy at Manor Hospital Experience 
specialty essential. Application forms from H.M.C 


Secretary, General Hospital, Walsall. to be re- 
turned by August 27, 1956. Candidates may visit 
Hospital (6964) 


WESTERN REGIONAL HOSPITAL BOARD 

Applikations are invited for the following ap- 
pointment, which will be for one year in the first 
instance 

SENTOR REGISTRAR in Medicine 

based at the Royal Infirmary, Glasgow. Applica- 
tions (12 copies), stating date of birth, qualifica- 
tions, expericnce, present appointment, and the 
names of three referees. to reach the Secretary, 
Western Regiona] Hospital Board, 64, West Regent 
Sweet, Glasgow, C.2, by September 1. 1956. This 
appointment is subject to the National Health 
Service (Scotland) (Superannuation) Regulations 


(7041) 

HENDON DISTRICT HOSPITAL 

357. Headon Way, Hendon, N.W.4 
Applications are invited from General Medical 


Practitioners, whose practices are within Borough of 
Hendon. for appointment to the Medical Staff 
Members of the Medical Staff have access to the 


general and private beds for the admission and 
treatment of their own patients and to such out- 
patient facilities as at present exist or can be 


provided by cxisting staff and accommodation. They 
may be required to undertake on roster dutics the 
treatment of patients admitted under emergency 
afrangeements who afe not patients of other 
members of the staff. Remuncration under para- 
graph 10a) of Terms and Conditions Further 
details may be obtained from the Hon. Medical 
Superintendent of the Hospital Applications 
should be addressed to the Group Secretary, 
Hendon Group Hospital Management Commitee. 
Edeware General Hospital, Edgware, not later than 
September &. 1956 (7096) 


BANBURY. OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


SENIOR HOUSE OFFICER (Physician) 
required beginning of September. Post provides 
experience in gencral medical and children’s 


wards. Four other residents. Applications, stating 
age. nationality, qualifications, and names of two 
referees, to the Secretary (6614) 


BIRMINGHAM, SOLIHULL HOSPITAL 
Lode Lane, Sotihall 


RESIDENT MEDICAL OFFICER (S.H.0.) 

Vacant mid-September. Residential charge £150 
per annum. General Hospital with 5 other resi- 
dent medical officers. Apply Medical Superinten- 
dent (6965) 
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BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bolton Royal Infirmary (237 beds) 
Bolton District General Hospital (604 beds) 


RESIDENT SENIOR HOUSE OFFICERS 
in Medicine (two) 
one for cach of the above Hospitals. Both vacant 
early September and tenable for twelve months. 
Applications, stating age, nationality, qualifications, 
experience, and the names of two referees, to 
Group Secretary, The Roya! Infirmary, Bolton 
(6928) 


BRISTOL, SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


Required at Snowdon Road Hospital (300 beds— 
chronic sick, general medical cases, T.B. and 
Dermatology) 

SENIOR HOUSE OFFICER (Medical) 
for 6 months or 12 months, commencing September 
12, 1956. Imntediate applications to be made to 
the Group Secretary, Southmead Hospital, Bristol 
(6836) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
is General Medicine 
which is now vacant. The post offers excelient ex- 
perience and opportunity for working for higher 
qualifications. Applications, stating agc, nationality 
and experience, together with copies of recent testi- 
monials, to Hospital Secretary (6885) 


MERTHYR & ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT SENIOR HOUSE OFFICERS 
(Medical! 


St. Tydfil’s Hospital, Merthyr Tydfil (376 beds) 
Merthyr General Hospital, Merthyr Tydfil (120 beds) 

Vacancy immediately for latter post, which ter- 
minates January 31, 1957. Apply with full par- 
ticulars, and copies of two recent testimonials, to 
Group Secretary, St. Tydfil’s Hospital, Merthyr 
Tydfil (6884) 


MOORGATE GENERAL HOSPITAL 
(35S beds, 38 cots) and 
BADSLEY MOOR - HOSPITAL, Rotherham 
(70 


SENIOR HOUSE OFFICER (Medicine) 
required Resident emoluments £150 per annum 
Applications, with names of three referees, to 
Secretary Hospital Management Committee, 
“ Fern Bank,”’ Doncaster Road, Rotherham. (6929) 


~ 


AUG. 1956 


BATTERSEA GENERAL 
Battersea Park, S.W.1 


HOUSE PHYSICIAN 
House Officer Grade, Resident. Not Pre-registra- 
tion. Apply Hospital Secretary, enclosing copies 
of two recent testimonials (6931) 
BOLINGBROKE HOSPITAL 
Wandsworth Common, S.W.11 


HOUSE PHYSICIAN (resident) 
vacant September 15, 1956. Open to registered 
practitioners and pre-registration candidates. Apply 
Hospital Secretary, enclosing coatte of three recent 
testimonials, by August 29, 1956 (6932) 


LAMBETH HOSPITAL, Kennington, S.E.11 


Applications are invited from pre-registration and 
registered medical practitioners for the position of 
RESIDENT HOUSE PHYSICIAN 
falling vacant on October 3, 1956. The successful 
applicant will be required to carry out a fortnight's 
locum duty starting on September 20. 1956. Ap- 
plication forms from the Physician Superintendent. 
A stamped addressed envelope should be enclosed. 

(6904) 


NORTH MIDDLESEX HOSPITAL 
Edmeaten, N.18 


HOUSE PHYSICIAN 
post-regisiration, resident, required for October 1, 


for six months. General medicine Applications, 
stating age, nationality, qualifications, experience, 
with copies of recent testimonials, to Secretary of 
Hospital by August 28. (7071) 


WHITTINGTON HOSPITAL, Loados, N.19 
Applications are invited for § posts of 

HOUSE PHYSICIAN (General Medicine) 
vacant October 1, 1956. Posts recognized for M.D. 
(Lond.). Pre-registration candidates who have held 
a first appointment may apply. Application forms 
available from the Group Secretary, 46. Cholmeicy 
Park. London, N.6 (ARC. 3070, Ext. 24), and 
returnable to the Medical Superintendent, Whitting- 

ton Hospital, London, N.19, by August 27, 1956. 
(6886) 


EPPING, ST. MARGARET'S HOSPITAL 
(480 beds) 


Applications are invited from registered medical 

practitioners for the posts of 
HOUSE PHYSICIANS (2) 

at the above hospital as from September 23, 1956. 
The appointments, which are in ecnecral medicine, 
are for six months, including duties at Honey Lane 
Hospital for part of this time. Applications, with 
two recent testimonials, to reach Group Secretary, 
Epping Group H.M.C., Oak Cottage.” The Plain. 
Epping. Essex, by August 23, 1956 (6650) 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


War Memorial Hospital, Scunthorpe (262 beds) 


Applications are invited for 
RESIDENT HOUSE PHYSICIANS 
(a) SHO | Intern—vacant late September 
Intern /SHO—vacant early October 
Busy department with medicine, pacdiatrics, skins 
and cyes, large out-patients clinics. Applications, 
naming two referees, to Group Secretary. (6903) 


THE UNITED NEWCASTLE-UPON-TYNE 
OSPITALS 


Applications are invited for two non-resident 

whole-time appointments of 
SENIOR HOUSE OFFICER 

in a General Medical Clinic at the Royal Victoria 
Infirmary. The appointments are for one year and 
will be subject to the terms and conditions of 
service of hospital medical staff in the National 
Health Service. The salary will be at the rate of 
£745 per annum, subject to the appropriate deduc- 
tions Applications, giving full details, and the 
mames and addresses of three referees. should be 
sent to the undersigned within two wecks of the 
appearance of this advertisement.—A. W. Sander- 
son. House Governor & Secretary. Royal Victoria 
Infirmary, Newcastle-upon-Tyne (6978) 


WESTCLIFF HOSPITAL, Balmoral Road, 
Westcliff-on-Sea, Essex 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
(Senior Houwce Officer Grade) 

Post vacant September | The Hospita! deals with 
communicable diseases and gencra] medicine 
appointment covers a wide ficld of medicine and 
offers excellent training for general practice. Ap- 
plications should be sent to the Secretary, Gencral 
Hospital Prittiewel} Chase, Southend-on-Sea, 
Essex, as soon as possibic (7008) 


WOKING VICTORIA HOSPITAL 
W oking, Surrey (72 beds) 


SENIOR HOUSE OFFICER 
(post-registration appointment) 
required for medical and surgical duties. Apply 
with two testimonials to Hospital Secretary. (6930) 


BRITISH MEDICAL JOURNAL 


ROMFORD, ESSEX, VICTORIA HOSPITAL 
(99 beds) 


RESIDENT HOUSE PHYSICIAN (Male) 
required early in September, 1956. (Post not ap- * 
proved for pre-registration purposes.) Applica- 


tions should be forwarded to the Secretary, Rom- 
ford Group H.M.C., Oldchurch Hospital, Romford. 
(6648) 


SOUTHAMPTON GENERAL HOSPITAL 
(471 beds) 


RESIDENT HOUSE PHYSICIAN 
required mid-Septembcr Pre-registration candi 
dates eligible. Applications, with copies of testi- 
moniails, should be forwarded as soon as possible 
to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar Street, 
Southampton (6769) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough General Hospital, Ayresome Greee 
Lane, Middlesbrough (309 beds) 
Applications are invited | for the appointment of 
HOUSE PHYSICIAN (Team No. 2) 
at the above Hospital Applications, stating age, 
experience and qualifications, togethcr with names 
for reference, should be addressed to the Hospital 

tary (6966) 


HACKNEY HOSPITAL. London, E.9 
‘General 841 beds) 


Applications for the 6 months’ appointment 
from September 3 of 

PRE-REGISTRATION HOUSE PHYSICIAN 
should be sent by August 25 to Secretary, above 


address, quoting HH /PHP. (Pr.7060) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Shelley Road, 
Bournemouth 


Applications are invited for the of 
TWO HOUSE PHYSICIA 

vacant September 18 and 20. The -.- are 

recognized for pre-registration purposes. Appilica- 

tions to the Hospital Secretary. (Pr.6887) 


Aua. 18, 1956 


18, 1956 


Medicine—contd. 


CAMBRIDGE, ADDENBROOKE’S HOSPITAL 


HOUSE OFFICER 
to Departments of Dermatology. Ophthalmology 
and Paediatrics for six months from October 11 
Recognized pre-registration service (medical). Apply. 
stating agc. nationality, qualifications and 
perience (with dates), and copies of three testi- 
monials. to the Secretary by September 1.  Inter- 
views carly September. (Pr.6933) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 
HOUSE PHYSICIAN ( ‘tien, 
65 a Beds. Vacant August 17. 
Mary's Hospital 

HOUSE PHYSICIAN (pre-registration) 

74 Medical Beds. Vacant August 13. 
Applications, stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H. 
Hurst, 35, Grove Road South. Southsea (Pr.6366) 
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SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT OBSTETRICIAN 
AND GYNAECOLOGIST (Female) 
(4 h.d.p.w.) required at the South London Hospital 
for Women and Children, Clapham Common, 
S.W.4. Application, by letter (5 copies), giving 
date of birth. qualifications, experience, three 
referees, to Secretary (S.1). S.W.Met. R.H.B., Ila, 
Portiand Place, W.1, by September 15, 1956. Ap- 
plicants. may visit hospital by local arrangement 
(6936) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT OBSTETRICIAN 
AND GYNAECOLOGIST 
(4 h.d.p.w.) required for the Wandsworth Group. 
Duties mainly at St. James’ Hospital, S.W.12, and 
Weir Maternity Hospital, S.W.12. Applications, 
by letter (5S copies), giving date of birth. quali- 
fications, experience, three referees, to Secretary 
(S.1), S.W.Met. R.H.B., Ila, Portland Place, W.1, 
by September 15, 1956 Applicants may visit 
Hospitals by local arrangement (6937) 


ROCHFORD, ESSEX, GENERAL HOSPITAL 
(622 beds) 


HOUSE PHYSICIAN (Pre-registration) 
required. Vacant September 15, 1956. Application, 
etc. (one testimonial only necessary from pre- 
registration applicant secking first post), to be 
sent to the undersigned by August 25, 1956.—J. C. 
Field, Secretary (Pr.6798) 


SEVENOAKS HOSPITAL, Sevenoaks, Kent 


RESIDENT HOUSE PHYSICIAN (elther sex) 

Pre-registered post vacant September 26, 1956. 
Smaii busy Genera! Hospital (81 beds) easily ac- 
cessible to London and Coast. Apply Hospital Sec- 
retary (Pr.7063) 


TEES-SIDE MANAGEMENT 
co MITTEE 


Nerth Ormesby Heapital beds), Middlesbrough 
Applications are invited for the appointment of 
HOUSE PHYSICIAN 
male or femaic, at the above-named Hospital. The 
appointment is recognized for pre-registration 
service under the Medical Act. 1950. Applications, 
stating full details, and giving two names for 
reference. should be addressed to the Hospital 


Secretary (Pr.6934) 
NEUROSURGERY 
PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Manchester Regional Hospital Board 
Preston Royal Infirmary (400 beds) 


Applications are invited for the new appointment 


REGISTRAR IN THE DEPARTMENT OF 
NEURO-SURGERY 
Preference will te given to candidates holding the 
F.R.C.S. This hospital is the neuro-surgical centre 
for the northern part of the Manchester Region 
Application forms obtainable from the Group 
Secretary. Royal Infirmary, Preston. (6935) 


BRISTOL, COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Frenchay Hospital (542 staffed beds, expanding) 


Applications are invited for 
SENIOR HOUSE OFFICER 
posts in the regional department of Neuro-Surgery. 
These posts offer useful surgical experience and the 
opportunity of gaining a working knowledge of 
neurological diagnosis. Recognized for F.R.C.S. 
Two referees required. Applications to the Sec- 
retary, Frenchay Hospital, quoting ** N.S.F."" (5613) 


WELSH REGIONAL HOSPITAL BOARD 


OBSTETRICIAN AND 
GYNAECOLOGIS 
to serve Cardiff H.M.C _—y details may be 
obtained on application. Optional whole-time 
maximum part-time appointment. Applications (12 
copies), maming three referees, to S.A.M.O., 
Temple of Peace. Cathays Park, Cardiff. within 21 
days. (7108) 


WELSH REGIONAL HOSPITAL BOARD 


CONSULTANT OBSTETRICIAN AND 
GYNAECOLOGIST 
to serve Rhymnacy aad Sirhowy Valleys H.M.C. 
Further details may be obtained on application. 
Optional whole-time /maximum part-time appoint- 
ment Applications (12 copies), naming three 
referees. © S.A.M.O., Temple of Peace, ys 
Park, Cardiff. within 21 days (7109) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post of 
RES DENT 


one of two. in the West Manchester Group of 
Hospitals with main duties at Park Hospital, Davy- 
hulme. There are 73 obstetric beds, 31 gynaecology 
beds and a special care baby unit of 7 beds at Park 
Hospital. Vacant September. Appointment for onc 
year, renewable Application forms from Group 
Secretary, Park Hospital, Davyhulme. 37) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Kilton Hospital, Worksop (190 beds) 
WHOLE-TIME RESIDENT REGISTRAR 
(Obstetrics & Gynaecology) 


required with duties also at Victoria Hospital. 
Worksop (127 beds). Appointee to commence as 
near October 1 as possible. Appointment for one 
year in first instance. Apply to Secretary, Shef- 
field Regional Hospital Board, Old Fulwood Road. 
Shefficid, by August 27, 1956, giving agc, nationality, 
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EPPING, ST. HOSPITAL 


RESIDENT OFFICER 
(Obstetrics) 


vacancy occurring September 21. Post recognized 
for D(Obst)JR.C.0.G. Salary on national scale 
less deduction for board, lodging, ctc. Busy gcneral 
hospital with casy access to London. Applications. 
with two recent testimonials, to Group Sec- 

retary. Epping Group H.M.C.. Qak Cottage,” 

The Plain, Epping, Essex, by August 23, 1956 
(6652) 

NOTTINGHAM CITY HOSPITAL (811 beds) 


HOUSE OFFICER OBSTETRICS AND 
GYNAECOLOGY 


(Recognized for pre-regi purposes) 
Applications are invited for the above post, which 
will be graded Senior House Officer or House 
Officer in accordance with experience. Recognized 
for the M. and D.Obst.R.C.0.G. Post vacant on 
October 6, 1956 Applications, stating age, 
nationality. qualifications and experience, together 
with copies of not more than three testimonials. 
to be sent to the Hospital Secretary. City Hospital, 
Hucknali Road, Nottingham (7049) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Alexandra Hospital 


SENIOR HOUSE OFFICER 
for Gynaecological Department (39 beds). vacant 
now. recognized for MRCOG Applications, 
stating age. experience and qualifications, together 
with the names of two referees, should be for- 
warded as soon as possibic to E. H. Hurst, 35, 
Grove Read South, Southsea (6367) 


SOUTH MANCHESTER 
Withington Hospital, Manchester 20 


Applications are invited ited for the post of 
SENIOR HOUSE OFFI 

(Obstetrics and Gynaecology) 
becoming vacant on September 1, 1956. The 
Hospital takes part in undergraduate medical 
teaching and the post is recognized in obstetrics 
and gynaccology for MR.C.O.G. purposes. An 
application form should be obtained from the 
Group Secretary at the Hospital and returned with- 
in 14 days of the appearance of this oe 
(6811) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, London, E.15 


SENIOR OBSTETRIC HOUSE SURGEON 
(S.HLO. Grade) 


commencing October 1, 1956 
Applications, with copies of recent testimonials, to 
Group Secretery. Ham Group Hospital 


. Stratford, E.15, by August 
25. 1956. (6771) 
GERMAN HOSPITAL, Dalston, E.8 
(General, 157 beds) 
Appli for the 6 months’ resident appoint- 


qualifications, present and previous 
(with dates). naming three referees (6938) 


AMENDED ADVERTISEMENT 
ASHTON, HYDE AND GLOSSOP HOSPITAL 
MAN AGEMENT (¢ COMMITTEE 


HOUSE 


required at See Lyne General Hospital. 
Bed complement 8&2 obstetric and 26 gynaecology. 
ized for M.R.C.0.G. Vacant September 1, 
1956 (previously advertised as vacant August 4, 
1956) Applications, with copies of two testi- 
monials, should forwarded to the Group 
Secretary, Ashton-under-Lyne General Hospital, 
Ashton-under-Lyne, (6607) 
GRIMSBY GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON GYNAECOLOGY 
(Pre-Registration of 5.H.O. Grade) 
with some relief obstetric duties. S.H.O. post 
recognized for M.R.C.0.G. Up to date Medical 
Library and reading facilities available. Apply. 
with two names for reference, to Hospital Secretary 
Grimsby General Hospital, Grimsby, Lincs. (6972) 


ment of 
HOUSE SURGEON (0. & G.) 
post now vacant, should be sent to Group Secre- 
tary, Hackney Hospital, London. E.9, quoting 
GH (6808) 
WHITTINGTON HOSPITAL, Losdon, N.19 


Applications are invited for 2 posts of 

HOUSE SURGEON (Obstetrics) 
vacant October 1, 1956. Posts recognized for the 
M.R.C.0.G. in obstetrics. Pre-registration candi- 
dates who have held a first appointment may apply. 
Application forms obtainable from the Group 
Secretary, 46. Choimeiey Park, London, N.6 (ARC. 
3070, Ext. 24), and returnable to the Medical 
Superintendent, Whittington Hospital, N.19, by 
August 27. 1956. (6888) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 22 


James Fenton, CBE. 
B.M.A. HOUSE, | ravi 


ALL 


INSURANCE AGENCY LTD. 


Henry Robinson, MD, DL. I. 
LONDON, W.C-! 
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Obstetrics and Gynaecology—contd. 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


HOUSE SURGEON (Gynaecological) 
required Post vacant September 10 Apply to 
Hospital Secretary, giving details of experience, to- 
gcther with copies of two recent testimonials 

(7118) 


HASTINGS AND ST. ey BUCHANAN 
HOSPITAL (94 


HOUSE St RGEON i. Gy 
(28 Gynaccological beds) Post, 
MRCOG... vacant September 22 for 6 months 
Candidates for pre-registration service (Surgery) 
can be considered Apply. giving names of three 
referees, to Hospital Administrator (6939) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


recognized for 


OBSTETRIC HOUSE SURGEON 
The above post. which is recognized for the 
M.R.C.O.G. and D.Obdst. becomes vacant in mid- 
September. 1956 N.H.S. salary and conditions 
Applications, together with two recent testimonials, 
to be addressed to the Hospital Sccretary - _the 
abo Hospital 75) 


ROCHFORD, ESSEX. GENERAL HOSPITAL 
(622 beds) 


HOUSE OFFICER (Obstetrics) 
required. Post vacant September 20. 1956. Recor- 
nized for D.Obst R.C.O.G. The Hospital has 75 
maternity beds, a Gynaecological Ward of 25 beds, 
and a Premature Baby Unit of 8 cow Applica- 
tions, stating age, cic to the Secretary at the 
above Hospital by August 31, 1956.—J. C. Field, 
Secretary (7009) 


SHEPPEY GENERAL HOSPITAL 
Minster, Sheppey, Kent 


Medway and Gravesend Hospital Management 
Committee 


OBSTETRIC HOUSE OFFICER 
Applications are invited for the above pre- 
registration post, vacant on September 12, 1956 
Salary £425 to £525 per annum, according to ecx- 


perience Applications, stating age, qualifications, 
nationality and experience, to be addressed to the 
Hospital Secretary (6745) 


SUNDERLAND, ROYAL INFIRMARY 
beds) 


HOUSE OFFICER (Male) 
required for duties in Gynaccological & Urological 
Units Post vacant September 26, 1956 Pro- 
visionally registered practitioners may apply Ap- 
plications, naming two referees, to the Hospital 
Secretary, Roya! Infirmary, Sunderland (7026) 


THE UNITED BIRMINGHAM HOSPITALS 
The Birmingham Maternity Hospital 


Applications are invited from registered medical 
practitioners for the post of 


RESIDENT OBSTETRIC HOUSE SURGEON 


vacant November 1. 1956 The appointment is 
recognized for the MRCOG. and DR.C.OG. 
Application forms obtainable from the House 


Birmingham and Midland Hospitals 
Showell Green Lane, Sparkhill, Bir- 


Governor, the 
for Women 


mingham 11. to be returned not later than Scep- 
tember 1, 1956.—G. A. Phailp. Secretary (7117) 
UNITED MANCHESTER HOSPITALS 


Saint Mary's Hospital, Manchester 


Applications are invited for four poxts of 
HOUSE OFFICER in Gynaecology 
Applicants must have had previous hospital ex- 
perience in medicine and surgery. The posts are 
recognized for the purpose of the M.R.C.O.G. cx- 
amination The appointments are for six months, 
starting October 1, 1956. Salary in accordance 
with National Scales Application forms may be 
obtained from the undersigned and returned not 


later than August 24, 1956 A. R. Wise, General 
Superintendent, Saint Mary's Hospitals, Whitworth 
Park. Manchester, 13 (7073) 


BOARD OF MANAGEMENT FOR STIRLING 
AND CLACKMANNAN HOSPITALS 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
(Obstetrics and Gynaecology) 


at Stirling Royal Infirmary for the six-month 
period commencing October 1, 1956. This is a pre- 
registration post and is recogn’rved for the 
MRCOG Applications, along with two names 


for reference, should be sent to the Group Medical 
Superintendent, Stirling Royal Infirmary (Pr.7016) 


STOKE-ON-TRENT. CITY GENERAL 
HOSPITAL 


HOUSE OFFICER (Obstetrics and Gynaecology) 
required. Vacant Seotember 3. Pre-registration post 
Recognized for MRCOG. and DR.COG. Ap- 
plications to HMC. Sccretary, Princes Road, 
Stoke-on-Trent, as soon as possible (Pr.6302) 
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LEICESTER GENERAL HOSPITAL 


Applications are invited for the pre-registration 

post of 
OBSTETRIC AND GYNAECOLOGICAL 
HOUSE SURGEON 

vacant October 1. Recognized for MR.C.O.G 
(Obstetrics onty) and D.Obst.R.C.0.G. Applica- 
tions, stating age and qualifications, together with 
copies of recent testimonials, to the Group Secretary, 
No 1 Hospital Management Committee, The 
Leicester Roval Infirmary. by August 23. (Pr.6603) 


BIRMINGHAM & MIDLAND EYE HOSPITAL 
Church Street, Birmingham, 3 


HOUSE SURGEON 
required. Appointment for 6 months, but renew- 
able. Hospital carries resident staff of 5 and pro- 
vides a 2-year course of instruction. Recognized 
for the D.O. (England) and F.R.C.S. (England) in 
Ophthalmology Wide experience available in all 
branches, including surgery. Detailed applications 
by August 25 to Group Sccretary, Dudicy Road 
Hospital, Birmingham, 18. 


OPHTHALMOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT OPHTHALMOLOGIST 

5 half-days a week. Senior Hospital Medical 
Officer Grade, at Hillingdon Hospital, Uxbridge 
(62! beds) A higher diploma in ophthalmology 
necessary Hospital may be visited by arrange- 
ment with the Medical Director. Application forms 
obtainable from and returnable to Secretary, North- 
West Metropolitan Regional Hospital Board, Ila, 
Portland Place, W.1, before September 17, 1956 
(6996) 


HOSPITAL BOARD 


SHEFFIELD REGIONAL 


PART-TIME ASSISTANT OPHTHALMOI 
required for three notional half-days per weck, with 
duties in school clinics in Derby. To work under 
the direction of the Consultant. Post vacant 
December 25, 1956. Salary within S.H.M.O. scale. 
Application forms and further details from the 
Senior Administrative Medical Officer, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficid, 10. Forms to be returned by September 
8. 1956 (6653) 


KING'S COLLEGE HOSPITAL 
Denmark Hill, S.E.5 


Applications are invited for the post of 
SENIOR REGISTRAR in Ophthalmology 

at the Royal Eye Hospital. Applicants should 
hold a higher medical qualification and have had 
previous experience in an ophthalmic post. The 
appointment, which is subiect to the Terms and 
Conditions of Service for Medical and Dental Staff, 
will be tenable from October 1, 1956. for one year 
in the first instance, subject to reappointment. Ap- 
plications, stating age. education, qualifications and 
experience, with the names of two referees, should 
be sent to the undersigned by August 28, 1956. 

(6984) 


S.E.1 


ST. THOMAS’ HOSPITAL, London, 


SENIOR REGISTRAR 
to the Ophthalmic Department 
For a period of one year in the first instance 
from October 22, 1956, to carry out five half-day 
sessions per week Applications, naming two 
referees, to the Clerk of the Governors by August 
31, 1956 (6772) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN OPHTHALMOLOGY 
St. James's Hospital, Leeds (22 eye beds, 5.600 
new Out-patients annually), and the Public Dis- 
pensary, Leeds. Non-resident. Applications, stat- 
ing age, qualifications and details of present and 
previous appointments (with dates) together with 
the mames and addresses of three referees, to the 
Secretary, The Joint Registrars Committee. Park 
Parade. Harrogate, by August 24, 1956 (6655) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the first 
instance 

REGISTRAR IN OPHTHALMOLOGY 
based at the Western Infirmary, Glasgow, Applica- 
tions (12 copies), stating date of birth, qualifica- 
tions, experience, present appointment, and the 
names of three referees, to reach the Secretary, 
Western Regiona!) Hospital Board, 64, West Regent 
Strect, Glasgow, C.2, by September 1. 1956. This 
appointment is subject to the National Health 
Service (Scotland) (Superannuation) Regulations 

(7042 


ST. THOMAS’ HOSPITAL, London, §.E.1 


PART-TIME REFRACTIONIST 
For a period of one year in the first instance, to 
carry out two half-day sessions per week on Mon- 
day and Thursday afternoons. £175 per annum 
per weekly session. Applications, naming two 
referees, to the Clerk of the Governors by August 
31. 1956 (7057) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY (455 beds) 


SENIOR HOUSE OFFICER (Ophthalmology) 
required Recognized F.R.C.S. and D.O Ap 
Plications to Group Secretary, Hospital Manage- 
ment Committee, Princes Road, Stoke-on-Trent. 

(6905) 
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BOARD OF MANAGEMENT FOR THE 
ABERDEEN SPECIAL HOSPITALS 


ONE HOUSE OFFICER (Pre- or Post-registration) 
required immediately. The post offers experience 
mainly in Eye and Skin conditions, and is classified 
for pre-registration purposes as quasi-medical. It 
is tenable for six months from August 1, 1956, to 
January 31, 1957, or earliest possible commencing 
date Applications, with full details, to Group 
Medical Superintendent, Royal Aberdeen Hospital 
for Sick Children, Westburn Drive, Aberdeen 
(7006) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Ayle Bucks 


HOUSE OFFICER, OPHTHALMOLOGY 
required immediately. Post recognized for D.O. 


Apply with copies of two recent testimonials to 
Secretary-Superintendent as soon as possible 
(6368) 
UNITED OXFORD HOSPITALS 
Applications invited for the post of 
HOUSE OFFICER 
in the Oxford Eye Hospital, with effect from 


Applications, stating age. quali- 
fications and experience. together with names of 
two referees, to the Administrator, Radcliffe In- 
firmary, Oxford, by August 24, 1956 (6656) 


October 1, 1956. 


ORTHOPAEDICS 
NEWCASTLE REGIONAL HOSPITAL BOARD 


Darlington Hospital Management Committee 


REGISTRAR ORTHOPAEDIC SURGEON 
whole-time, resident or non-resident. Single ac- 
commodation available. Appointment to commence 
December 1, 1956 Applications, with names and 
addresses of three referees, to Senior Administrative 
Medical Officer, Walker Gate Hospital. Benfield 
Road, Newcastle-upon-Tyne, 6, within 14 days. 

(6940) 


NUNEATON, MANOR Hi HOSPITAL (125 beds) 


REGISTRAR, Orthopaedic and General Surgery 
Experience specialties essential Higher quali- 

fication desirable Resident Marricd quarters 
available. Application forms from Group Secretary, 
Coventry & Warwicksh:re Hospital, Coventry, by 
August 27, 1956. Candidates may visit hospital. 
(6967) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


City General Hospital, Sheffield (652 beds) 
(Recognized for training for the F.R.C.S. 
examination) 


WHOLE-TIME NON-RESIDENT REGISTRAR 
(Orthopaedics) 
required. Appointment for one year in first 
instance. Apply to Secretary, Shefficld Regional 
Hospital Board, Old Fulwood Road, Sheffield, by 
August 27, 1956, giving age, nationality, qualifica- 
tions, present and previous appointments (with 
dates), naming three referees (6941) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Bournemouth (494 beds) 


Applications are invited for the appointment of 
NIOR HOUSE OFFICER (Resident) 
(Orthopaedic & Casualty combined) 

The post which is now vacant is recognized for the 
F.R.C.S. examination and is normally tenable for 
12 months. Applications to the Hospital 
Secretary. (6658) 


CHERTSEY, SURREY, ST. PETER’S HOSPITAL 
(Late Botleys Park War Hospital) (430 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required from August 28. 1956. 100 Orthopaedic 
beds $.H.O. or H.O. (intern grade). Post 
recognized for FR.CS. and Pre-registration 
service. Preference given to provisionally registered 
candidates. Salary in accordance with terms and 
conditions of National Health Service Applica- 
tions, together with names and addresses of 
referees, to be sent to the Physician Superintendent, 
St. Peter's Hospital. Chertsey. as soon as pos 
sible. (6304) 


1956 


Aua. 18, 
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Orthopaedics—contd. 


CARDIFF (near), PRINCE OF WALES 
ORTHOPAEDIC HOSPITAL, Rhydlafar 


SENIOR HOUSE OFFICER 
required. Regional Orthopaedic Centre for South 
Wales area of 220 beds increasing to 290 and 


branch of 70 beds. Out-patients clinic in Cardiff 
Single accommodation at hospital at Rhydlafar. 
Forms of application from Group Secretary. 


C.HMC 44, Cathedral Road, Cardiff (6659) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
on-upon- Thames 


Apptications are invited from suitably qualified 
and experienced medical officers for the post of 
SENIOR HOUSE OFFICER 
(Orthopaedic and Ca:ualty) 
The post, which is available on October 1, 1956, 
is recognized in Casualty for F.R.C.S. purposes 
Applications, stating age, qualifications and ex- 
Pericnce. with two testimonials, should reach the 
Physician Superintendent of the hospital by August 
31, 1956 (6906) 


LEEDS (near), WOOLANDS ORTHOPAEDIC 
HOSPITAL, Rawdon (92 beds) 


SENIOR HOUSE OFFICER (Orthopaedics) 
required. Applications, stating age, nationality. 
Qualifications and expericnce. with copy testi- 
monials, to the Secretary. Royal Infirmary, Brad- 
ford. (6488) 


LIVERPOOL, 14, BROADGREEN HOSPITAL 


Applications are invited from registered medical 
Practitioners (male or fema'e) for the appoint- 
ment of 
SENIOR _ SE OFFICER or HOUSE SURGEON 

in Orthopaedics (noa-recident) 
The appointment to be graded according to the 
qualifications and experience of the applicant ap- 
pointed. The Orthopaedic Unit has 87 beds. and 
facilitics for postgraduate study are available. Ap- 
plications, on forms obtainable from the under- 
signed. to be returned comp'eted not later than 
August 24, 1956.—H. Blythe, Group Secretary 
(7032) 


NEW MARKET GENERAL HOSPITAL, Suffolk 
Applications are invited for the post, now vacant, 


SENIOR HOUSE OFFICER 
for Orthopacdic and Casualty duties. The post 
is resident and applications, giving age, nationality 
and qualifications, together with three recent testi- 
monials, should be sent to the Medical Superin- 
tendent qs) 


OSWESTRY. THE ROBERT JONES & AGNES 
HUNT ORTHOPAEDIC HOSPITAL 


SENIOR HOUSE OFFICER 
two vacancies. one immediately, one September 9 
Resident. Apply Secretary. (7017) 


SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Salisbury General Hospital 
(Orthopaedic Department) 


SENIOR HOUSE OFFICER (Resident) or 
RESIDENT HOUSE SURGEON 
Applications are invited for the above post, which 
is also recognized for pre-registration candidates. 
The Department has over 50 beds and a large Out- 
patient turnover, dealing with fractures and all 
types of orthopacdic surgery. Applications, stating 
age, nationality, qualifications and experience, and 
naming two referees, to the Group Secretary, 
Odstock Hospital, Salisbury, as soon as possible 
(6942) 


WORKSOP, NOTTS, VICTORIA HOSPITAL 


SENIOR HOU: SE OFFICER 
(Orthopaedics and Casualty Department) 
Applications are invited for this appointment 
which is vacant now. Inquirics and applications. 
with names and addresses of two referees, to be sent 
to Group Secretary (6889) 


ST. NICHOLAS HOSPITAL 
Plumstead, S.E.18 


HOUSE OFFICER 
(Orthopaedic, Fracture & Casualty Departments 
Vacant now. Recognized for F.R.C.S. 6 nome 
resident post-registration appointment providing 
good general experience in a busy acute general 
hospital. Apply to Group Secretary, Memoria! 
Hospital, Woolwich, S.E£.18 (7116) 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


ORTHOPAEDIC. HOUSE SURGEON 
(ist, 2nd or 3rd post) 

Married accommodation available. Offers good 
opportunity for general experience in busy acute 
general hospital. Approved pre-registration post. 
Fully registered practitioners may apply. Recognized 
for F.R.C.S. Vacant now Apply Group Sec- 
retary (6943) 


BLACK NOTLEY HOSPITAL 
Braintree, Essex (516 beds) 


Applications invited for po post of 
HOUSE OFFICER ( Surgery 
Duties include care of cases from London Hospital 
Orthopaedic Department. First, second, third or 
pre-registration post; tenable for 6 months. 
Recognized for F.R.C.S. Applications, with copies 
of three testimonials, to Group Secretary. Col- 
chester H.M.C., 14, Pope's Lane, Colchester, 
Essex. (7050) 


WHIPPS CROSS HOSPITAL, Leytonstone, E.11 


Applications are invited for the posts of 
HOUSE SURGEON (Post-Registration) and 
HOUSE SURGEON (Pre-registration) 
in the Orthopaedic Department. Posts recognized 
for the F.R.C.S. Vacant now. Application forms, 
from the Hospital Secretary, to be returned by 
August 27. (7081) 


BRADFORD ROYAL INFIRMARY 
(507 beds) 


HOUSE OFFICER (Orth. /Cas.) 
required. Recognized for Pre-registration and 
F.R.C.S. purposes. Applications in writing, stat- 
ing age, nationality, and two referees, to the 
Secretary (Pr.6489) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 


HOUSE OFFICER (pre-registration) 
Orthopaedic Department. 104 beds Vacant now. 
Applications, stating age, experience and qualifica- 
tions, together with the names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, 35, Grove Road South, Southsea. (Pr.6371) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 


ORTHOPAEDIC HOU SE SURGEON 
required. Post recognized for pre-registration 
service and tenable for 6 months. The Hospital is 
the centre to which all trauma from a large in- 
dustrial town and port is directed, thus providing 
excellent experience in the treatment of traumatic 
conditions ; patients with orthopaedic conditions 
are also drawn from a wide area. Applications, 
with copies of testimonials, should be sent as soon 
as possible to the Group Secretary, Southampton 
Group Hospita| Management Committee, Bullar 
Street, Southampton (Pr.6442) 


PAEDIATRICS 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT PAEDIATRICIAN 
(Female) 


(1 h.d.p.w.) required at the Annie McCall Maternity 
Hospital, S.W.4. Applications. by letter (5 copies), 
giving date of birth, qualifications. experience, 
three referees. to Secretary (S.1). S.\W.Met., R.H.B., 
lla, Portland Place, W.1, by September 15, 1956. 
Applicants may visit hospital by local arrangement. 
(6944) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Chatterbridge _Hespital 


Applications are invited for the post of 
RESIDENT REGISTRAR IN PAEDIATRICS 
with duties mainly at the above hospital, but with 
some dutics at hospitals in the Chester Arca. Forms 
of application from, and to be returned to, Dr 
T. Lloyd Hughes, Senior Administrative Medical 
Officer, Liverpool Regional Hospital Board, 19, 
James Street, Liverpool. 2, to be received not later 
than September 1. 1956.—Vincent Collinge, Sec- 
retary to the Board (7066) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
Cleveland Hospitat "Management Committee 


REGISTRAR “PAEDIATRICIAN 
whole-time. Children’s Hospital, Stockton-on-Tees 
(84 beds). Well-furnished married accommodation 
available. Applications, with names and addresses 
of three referees, to Senior Administrative Medical 
Officer, Walker Gate Hospital, Benficld Road, 
Newcastle-upon-Tyne, 6, within 14 days (6945) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Salisbury Group Hospital Management Committee 


Applications are invited for the appointment of 
RESIDENT MEDICAL OFFICER /PAEDIATRIC 
REGISTRAR 
at Odstock Hospital for a period of 12 months in 
the first instance from October 17, 1956. Applica- 
tion forms may be obtained from. and must be 
returned to, the Group Secretary, Odstock Hospital, 
Salisbury, by September 1, 1956 (6890) 


WELSH REGION AL _HOSPIT AL BOARD 


PAEDIATRIC “REGISTRAR 
Maeclor General Hospital, Wrexham (591 beds) 
Unit consists of SO general paediatric beds, also 
care of neonates. Recognized for D.C.H. Resi- 
dent. Subject to review end of first year. Applica- 
tion forms from SA.M.O., Temple of Peace, 
Cathays Park, Cardiff, within 14 days 7110) 


LEWISHAM HOSPITAL, London, S.E.13 


Applications are invited for the post of 
SENTOR HOUSE OFFICER 
(Paediatrics and General Medicine) 

Vacant September 30. Recognized for D.C.H. 
Salary £745 per annum, less £150 for emoluments if 
resident Applications, stating age, qualifications 
and experience, with copy testimonials, or names 
of referees to Group Secretary, Lewisham 
Hospital, S.B.13 (6946) 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, F.2. Shadwell, E.1, and Banstead 
Wood, Surrey 


RESIDENT MEDICAL OFFICER (male or femate> 
Graded Senior House Officer at Hackney Road. 
Applications are invited for the above appointment, 
to become vacant October |, 1956. Candidates 
must have had experience in the treatment of sick 
children. The appointment will be for one year. 
Application forms may be: obtained from the 
Secretary at Hackney Road, and should be returned, 
with copies of not more than three testimonials, 
not later than August 27, 1956 (6721) 


IPSWICH & EAST SUFFOLK HOSPITAL 
Heath Road Wing, Ipswich (274 beds) 


Applications invited for the post of 
SENIOR HOUSE OFFICER (resident) 
to the Pacdiatric Unit. vacant on September 29 
Recognized for D.C.H., and normally of 12 months’ 
tenure. Detailed applications, with copies of two 
recent testimonials, to the Hospital Secretary. (6891) 


SOUTH MANCHESTER H.M.C. 


The Duchess of York Hospital for Babies and 
Wythenshawe Hospital 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
vacamt October | A joint post of not less than 
3 months and preferably 6 months at cach Hospital 
is recognized as training for the D.C.H. The 
Duchess of York Hospital is also attached to the 
Manchester University Department of Child Health. 
Applications to the Group Secretary, Withington 
Hospital. Manchester, 20, within 7 days of the 
appearance of this advertisement. (7076) 


THE MEDICAL 


Unlimited Indemnity 


SUBSCRIPTION: £1 for first three years for newly qualified entrants, £2 for members of more than three years’ standing 


ENTRANCE FEE, !0/- (Remicted to chose ioining within 12 months of Registration) 
OVERSEAS INDEMNITY FOR AN ADDITIONAL SUBSCRIPTION 


Full Particulars from the Secretary, Dr. Alistair French, Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


PROTECTION SOCIETY 


Assets exceed £1 80,000 


18, 1956 
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Paediatrics—contd. 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, E.2, Shadwell, E.!, 
Baastead 


Wood, Surrey 


HOUSE OFFICER 

Appointment will be made for two consecutive 
periods of six months commencing October |. 1956 
first period as House Physician and second as 
House Surgeon and Casualty Officer Application 
forms may be obtained from the Sccretary. at 
Hackney Road, and should be returned, with copies 
of pot more than three testimonials, on or before 
August 25. 1956 (6731) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, London, E.15 


PAEDIATRIC HOUSE PHYSICIAN 
commencing September 17, 1956 Applications, 
with copies of recent testimonials. to Group Sec- 
retary. West Ham Group Hospital Management 
Committec, Stratford, E.15,. by August 25, 1956 

(6773) 


WHITTINGTON HOSPITAL, London, N.19 
Applications are invited for the post of 
PAEDIATRIC HOUSE PHYSICIAN 
vacamt October 1. 1956. Post recognized for M.D. 
(Lond.) and D.C.H. Pre-registration candidates who 
have held a first appointment may apply Applica- 
tion forms obtainable from the Group Secretary, 
46, Choimeley Park. London, N.6 (ARC. 3070, 


Eat. 24), and returnable to the Medical Superin- 
tendent, Whittington Hospital, London, N.19_ by 
August 27, 1956 (6892) 


CHELMSFORD, ST. JOHN'S HOSPITAL 


Applications are invited from registered practi- 
tioners for the post of 

RESIDENT PAEDIATRIC HOUSE OFFICER 

(male or female) 

Commencing September 15, 1956, to work in the 
Paediatric Unit of the Chelmsford Hospital Group. 
The Unit includes a Premature Baby Nursery of 
10 cots and a Neo-natal Department in the 
Maternity Block of the Hospital. The Department 
is recognized for the D.C.H. Applications, stating 
age. nationality, qualifications and experience, to- 
gether with recent testimonials, should be received 
not later than August 28, 1956, by the Group Sec- 


retary. Chelmsford Group Hospital Management 
Commitice Chelmsford and Essex Hospital 
London Road, Cheimsford (6968) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


HOUSE PHYSICIAN—Paediatric Unit 

Duties at Victoria Children’s Hospital for three 
months, followed by three months on the pacdiatric 
wards, Western General Hospital. An interesting 
and varied post which includes out-patient and 
casualty work This appointment, which com- 
mences on October 1, 1956, is recognized for the 
D.C.H. Apply, giving experience, testimonials, etc.. 
to the Secretary, Western General Hospital. An- 
laby Road. Hull (6660) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


PAEDIATRIC HOUSE PHYSICIAN 

The above post, recognized for D.C.H.., in- 
cludes work in the Ward and Out-patient Depart- 
ment and also provides experience in the care of 
the new-born. Opportunitics cxist for the study 
of preventive medicine among children and child 
guidance work Post vacant at the end of Sep- 
tember, 1956. N_H.S. salary and conditions. Ap- 
plications. together with two testimonials, to be 
addressed to the Hospital Secretary at the above 
Hospital (6776) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN (Paediatric) 

Vacant August 15. Paediatric Unit of 53 beds. 
the post is recognized for candidates preparing for 
the DCH Applications, stating age, ¢xperience 
and qualifications, together with the names of two 
referees, should be forwarded aa soon as possible 
to E. H. Hurst, 35, Grove Road South. Southsea 

(6376) 


READING AND DISTRICT HOSPIT 
MANAGEMENT COMMITTEE 


Ropal Berkshire Hospital (399 beds), Reading 


Applications are invited from registered and pro- 
visionally registered medica) practitioners for the 
residemt post of 

HOUSE PHYSICIAN 
im the Pacdiatric Department; vacant September 
1S for six months. Write. before September 3, 
stating age. qualifications with dates, nationality, 
present post, with one copy of recent testimonial, 
to Sccretary (6813) 
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PATHOLOGY 


BERNHARD BARON MEMORIAL RESEARCH 
LABORATORIES 
Queen Charlotte's Maternity Hospital 
A REGISTRAR 
is required at the above laboratories Previous 
specialized experience is not cssential The suc- 
cessful candidate will receive training in scrology 
and bacteriology. and may later assist in the re- 
search work The post is resident. Applications 
to the House Governor to the Board of Governors 
by September 5, on forms obtainable from 339 
Goldhawk Road, London, W.6 Ooi 


ST. MARY’S HOSPITAL. W.2, and the 
NORTH-WEST METROPOLITAN 
HOSPITAL BOARD (Combined Appoia 


Applications are invited for the post of 
SENIOR REGISTRAR in Morbid Anatomy 
The successful candidate will be required to take up 
his duties as soon as possible and will work during 
the first two years of his appointment in the new 
laboratories at Paddington Genera! Hospital. where 
his duties will be concerned with autopsies and 
surgical pathology for Paddington General and St 
Charles’ Hospitals. The third and fourth years will 
be spent in the Department of Morbid Anatomy at 
St. Mary's Hospital! Applications, stating nation- 
ality, date of birth. permanent address, qualifica- 
tions, with dates and details of National Health 
Service gradings of previous and present appoint- 
ments, together with the names and addresses of 
three referees, should reach Alan Powditch, House 
Governor, St. Mary's Hospital, W.2, not later 


1956 


SOUTH MANCHESTER H.M.C. 
Withington Hospital, Manchester 20 


Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
Senior House Officer grade. which will be vacant 
on August 14, 1956. Previous experience in 
pathology not essential, the post affording oppor- 
tunities for gaining experience in al! branches of 
clinical pathology Applications stating age, 
qualifications, present post, expcricnce and names 
of two referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, 
within 7 days of the appearance of this advertise- 
ment (6812) 
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WEST MANCHESTER H.M.C. 


Park Hospital, Davybuime 
(General Hospital 433 beds) 


SENIOR HOUSE OFFICER 

required in the Group Laboratory. Post vacant 
October 1 and renewable for one year. Duties, 
which alternate with holder of second similar post, 
include routine general pathology and emergency 
investigations. Laboratory recognized for D.Path. 
and D.C.P. examinations. Previous experience not 
essential. Application forms from Group Secretary. 

(6839) 


PHYSICAL MEDICINE 


ST. THOMAS’ HOSPITAL, London, 5.E.1 


SENIOR REGISTRAR 
to the Department of Physical Medicine 
For a period of one year in the first instance. 
Applications, naming two referees, to the Clerk of 


than August 29, 1956 (6736) the Governors by September 7, 1956. (7101) 
MANCHESTER REGIONAL HOSPITAL BOARD 
AND THE BOARD OF GOVERNORS OF THE 4 
UNITED MANCHESTER HOSPITALS PSYCHIATRY 
HOSPITAL 


SENIOR REGISTRAR IN PATHOLOGY 

Facilities for waining in all branches of pathology 
will be provided in both teaching and non-teaching 
hospitals in the Manchester areca Main duties 
initially at Manchester Royal Infirmary. Application 
forms, obtainable from the Senior Administrative 
Medical Officer, Manchester Regional Hospital 
Board, Cheetwood Road. Manchester, 8, should be 
returned by September 3, 1956 (7106) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the first 
instance 

SENIOR REGISTRAR in Pathology 
based at the Victoria Infirmary, Glasgow. Applica- 
tions (12 copies), stating date of birth, qualifica- 
tions, experience. present appointment, and the 
names of three referees, to reach the Secretary, 
Western Regiona| Hospital Board, 64, West Regent 
Street. Glasgow. C.2. by September 1, 1956 This 
appointment is subject to the National Health 
Service (Scotland) (Superannuation) Regulaticns 
(7043) 


COVENTRY & WARWICKSHIRE HOSPITAL 
Coventry 


ASSISTANT PATHOLOGIST (J.H.M.O. status) 
required for duties mainly at Group Laboratory 
Recognized D.Path Good opportunity for ex- 
perience in all branches of speciality. Salary £775 
to £1,075 per annum Applications, with full 
details, and names of two referees. to Group Sec- 
retary Coventry Warwickshire Hospital, 
Coventry (6947) 


LEEDS REGIONAL HOSPITAL BOARD 
(in association with the Leeds Medical School) 
Applications invited from fully registered prac- 

titioners for admission on October 1, 1956, to the 

Regional Pathological Training Scheme The 

scheme involves four years’ twaining—two as Senior 

House Officer and two as Registrar and subject to 

satisfactory progress the appointments are renewed 

annually Applications, stating age, qualifications 
and details of present and previous appointments 

(with dates), together with the names and addresses 

of three referees, should be forwarded to the 

Secretary, Park Parade. Harrogate, not later than 

August 24, 1956, from whom further details may 

be obtained on request (6661) 


OLDHAM AND DISTRICT GENERAL 
HOSPITAL (975 beds) 


Applications are invited for the appointment of 
RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer) 


The duties will consist 
Pathology. but include P.H 
also general and 


vacant immediately 
mainly of Clinical 
Bacteriology and V.D. Serology 
emergency work, and supervision of the blood 
banks Previous experience in Pathology is not 
essential. Applications, together with the names of 
two referees. should be forwarded to the Group 
Secretary, Oldham and District Hospital Manage- 
ment Committee, Central Offices, Rochdale Road, 
Oldham. (6995) 


SOUTH-EASTERN REGIONAL 
BOA RD, Se Scotland 


Applications are invited fi for the whole-time ap 
pointment of 
DEPUTY PHYSICIAN SUPERINTENDENT 
(consultant grade) 


to the Dingleton Mental Hospital, Melrose. A 
House is availabic Applications, giving par- 
ticulars of age, previous experience and qualifica- 
tions, together with the names of three referees, 
should be sent to the Secretary, South-Eastera 
Regional Hospital Board, Scotland, 11, Drumsheugh 
Gardens, Edinburgh, 3, by September 1, 1956. 
Further particulars on application (6985) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ASSISTANT PSYCHIATRIST 
hole-time) 

in the area Duties will pre- 
dominantly at the Cambridge Child mR « 
Clinic and branch clinics in the arca and by agree- 
ment with the Board of Governors will include 
work in the psychiatric out-patient department of 
Addenbrooke's Hospital. Wide cxpericnce and 
higher qualification necessary Salary scale 
£1.575 to £2,025. Applications (8 copies) stating 
age, experience and the names of three referees, to 
Board's Senior Administrative Medical Officer, 117, 
Chesterton Road, Cambridac, by August 27, 1956. 
Candidates invited to visit by arrangement with 
Consultant Child Psychiatrist, Chesterton Hall, 
Chesterton Road, Cambridge (6973) 


HAMPSTEAD CHILD-THERAPY CLINIC 


Applications are invited for the post of 
SENIOR REGISTRAR IN CHILD PSYCHIATRY 
2 sessions a week Saiary 2) guineas a session. 
Training in adult and child analysis required. Ap- 
plications, stating age, qualifications and details 
of present and previous appointments, together with 
mames and addresses of three referees. not later 
than September 15. to the Secretary, 2!, Mares- 
field Gardens, London, N.W.3 (7097) 


LEEDS REGIONAL HOSPITAL BOARD 

REGISTRARS IN PSYCHIATRY 

(1) Clifton Hospital, York (1,100 beds) 
dent or non-resident 

Q) — yg Hospital, near Leeds (2.500 beds). 


Residen 
@ Wakefield (1,976 
beds) 


Resi- 


Royd Hospital. 


If desired, facilities for attending Leeds University 
will be provided if the successful candidates are 
studying for the D.P.M. Applications, stating age. 
qualifications and details of present and previous 
appointments (with dates), together with the names 
and addresses of three referees. to the Secretary, 
The Joint Registrars Commitice, Park Parade, Har- 
rogate, by August 24, 1956 (6664) 


UNIV ERSITY COLLEGE HOSPITAL 
Gower Street, W.C.1 


Applications are invited for the post of 
CLINICAL ASSISTANT 
to the Department of Psychological Medicine, to 
attend S half-days a week, graded General Practi- 
tioner (salary £175 per annum per half-day), from 


November 1, 1956. Applications, with names 
two referees, to Administrator and Secretary by 
September 3, 1956 (7035) 
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Psychiatry—contd. 


ILFORD AND BARKING —. HOSPITAL 
MANAGEMENT COMMITTEE 


There is a vacancy for a 
CLINICAL ASSISTANT 
in the Psychiatric Department at King George 
Hospital, Iiford. 2 sessions per week (Tuesday) 
Applicant must be able to carry out psycho-therapy 
treatment and must also have had experience in 
child guidance. Remuneration in accordance with 
the Terms and Conditions of Service of Hospital 
Medical and Dental Staff (England and Wales), ic. 
£175 per annum per weckly half-day. Applications 
accompanied by testimonials to be sent to the 
undersigned within seven days of the appearance of 
this advertisement.—-H. F. Harris, Group Secretary, 
King George Hospital, Iford (6662) 


EXMINSTER HOSPITAL 
Exminster, Near Exeter, 1,639 (mental) beds 


JUNIOR HOSPITAL MEDICAL OFFICER 
required. Previous psychiatric cxperience advis- 
able but not essential if candidate has good gencral 
experience. Salary scale £775 by £50 to £1,075 
Accommodation is available for a single or married 


officer. Whitley Council terms and conditions of 
service Applications, giving age, nationality, 
qualifications and experience, with names of two 
referees, to the Group Secretary, Devon Mental 
Hospital Management Committee, Exminster 
Hospital, near Exeter, as soon as possible. (6948) 


HORTON ROAD AND CONEY 
HILL HOSPITALS (1,450 beds) 


Applications invited for the appointment of 
TWO JUNIOR HOSPITAL MEDICAL OFFICERS 
Hospital serves the North Gloucestershire Clinical 
Area. including Gloucester, Cheltenham, Stroud 
and Forest of Dean. High admission rate (800). All 
modern methods of treatment. New units provided 
for treatment of neurotics and alcoholics. Expand- 
ing Out-patient services, long-stay annexes and 
socia] clubs. Encouragement and opportunity for 
study Salary and conditions Whitiey Council 
Single accommodation available Married accom- 
modation a possibility. Applications, with names 
of three referees, to Medical Superintendent within 
14 days. (6445) 


LANCASTER MOOR HOSPITAL, Lancaster 


(Regional Mental Hospital) 


JUNIOR HOSPITAL MEDICAL OFFICER 
Applications invited for the post of J.H.M.O 


(Resident). Unfurnished flat available for married 
applicants ; furnished quarters for single persons 
Hospital recognized for D.P.M. and facilities 


neighbouring universities. All 
investigation and treatment 
(Deep Insulin, etc.) carried out; O.P. Clinics; 
Hospital serving N. Lancashire and Lake District 
Post for initial period of 4 years, but renewable if 


granted for attending 
modern methods of 


services satisfactory Applications, giving names 
and addresses of two referees, to Medical Superin- 
tendent (6552) 


MORPETH, NORTHUMBERLAND, 
NORTHGATE AND DISTRICT HOSPITAL 


JUNIOR HOSPITAL MEDICAL OFFICER 

The hospital consists of four units with a total 
of 638 beds for mental defectives of all ages and 
grades. A modern flat (furnished or unfurnished) 
is available. Salary and conditions in accordance 


with National Scales. Facilities for study. Ap- 
plications, stating age, qualifications, experience, 
and names of two referees, to the Medica! Supcrin- 
tendent (6987) 


SLEAFORD, LINCOLNSHIRE, RAUCEBY 
HOSPITAL 


RESIDENT LOCUM TENENS (J.H.M.O. grade) 


required immediately for above mental hospital. 
£17 10s. per week, less £3 for board, residence 
and laundry. This hospital provides experience in 


Applications to be sent 
Lincoln. 
(6663) 


all branches of psychiatry. 
to the Group Secretary, Harmston Hail, 


GUY'S HOSPITAL, YORK CLINIC FOR 
PSYCHOLOGICAL MEDICINE 


RESIDENT HOUSE PHYSICIAN 
(Senior House Officer) 

required to commence duties on October 1, 1956. 

post offers good opportunities for post- 
graduate study Salary in accordance with the 
terms and conditions of service for House Officers 
in the National Health Service. Appointment for 
six months in the first instance. and may be renewed 
for a further period of six months. Applications, 
with copies of two testimonials, should be sent to 


the Superintendent, Guy's Hospital, London 
Bridge, S.E.1, within two weeks of the date of the 
appearance of this advertisement. (7018) 
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BEXLEY HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the appointment ot 
SENIOR HOUSE OFFICER 
at Bexley Hospital, Dartford Heath, Bexley, Kent. 
Salary £745 per annum, with deductions of £150 
per annum for board, lodging, etc., if resident. The 
hospital (2,300 beds) deals with ali types of 
psychiatric illness and experience in all modern 
physical, occupational and psychotherapeutic pro- 
cedure is available. Opportunities will be available 
to assist at out-patient clinics. Applications, with 


names and addresses of three referees, should be 

sent to the Physician Superintendent, Dr. L. C 

Cook, M.D., D.P.M., within 14 days of the ap- 

pearance of this advertisement (7102) 
THE UNITED 


NEW CASTLE-UPON-TYNE 
HOSPITALS 


Applications are invited for the non-resident ap- 

Ppointment of 
SENIOR OFFICER 

to the Department of Psychological 
at the Royal Victoria Infirmary. The successful 
candidate will have opportunity for clinical ex- 
perience in in-patient and out-patient work under 
the direction of the Professor in Psyehological 
Medicine at the University of Durham and he will 
also be responsible for emergency duty as required. 
A new 54 bedded research and clinical unit will be 
opened in the near future at Newcastie General 
Hospital at which he will also have an opportunity 
to gain experience The appointment is for one 
year and will be subject to the terms and conditions 
of service of hospital medical staff. Applications, 
giving full details, and the names and addresses 
of three referees, should be sent to the undersigned 
within two weeks of the appearance of this 
advertisement.—A. W. Sanderson, House Governor 


& Secretary, Royal Victoria Infirmary, Newcastie- 
upon-Tyne (6979) 
RADIOLOGY 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time or maximum part-time additional 
CONSULTANT RADIOLOGIST 

to the Blackburn and District Hospitals (Black- 
burn Royal Infirmary. Queen's Park Hospital, 
Blackburn, and Victoria Hospital, Accrington, etc.) 
Wide experience and higher qualifications essential. 
Application forms from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester, 8, to be returned by August 27, 1956. 
(7107) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Durham Hospital Management Committee 
(Main Hospitals, County 116 beds; Dryburn 292 
beds ; Chester-tle-Street General 204 beds) 


CONSULTANT RADIOLOGIST 
whole-time, or maximum part-time for nine notional 
half-days per week. Applications, with names and 
addresses of three referees, to Senior Administra- 
tive Medical Officer, Walker Gate Hospital, Ben- 
field Road, Newcastle-upon-Tyne, 6, within 28 
days. (6949) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are invited for the appointment of 

whole-time 
CONSULTANT RADIOLOGIST 

in the areas of the East and West Fife Boards of 
Management, vacant on October 1. 1956. Applica- 
tions, giving particulars of age. qualifications and 
previous experience, towether with the names of 
three referees, should oe sent to the Sccretary, 
South-Eastern Regional Hospital Board. Scotland, 
11, Drumsheugh Gardens, Edinburgh, 3. by Sep- 
tember 1, 1956. (6988) 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Aintree and “Walton Hospitals 
Applications are invited for the post of 
WHOLE-TIME ASSISTANT RADIOLOGIST 

Senior Hospital Medical Officer) 


with duties at the above hospitals. Aintree 
Hospital is a Chest Hospital of ‘550 beds and 
Walton Hospital an acute general hospital of 


1,300 beds with an associated Neurosurgical Unit. 
Applicants should possess a Diploma in Radiology 
and have wide experience in Radiology. Forms of 
application from, and to be returned to, Dr. T. 
Lioyd Hughes, Senior Administrative Medical 


Officer, Liverpool Regional Hospital Board. 19, 
James Street. Liverpool, 2. to be received not 
later than September 8, 1956.—Vincent Collinge. 
Secretary to the Board (6993) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT RADIOLOGIST 
for Derbyshire Royal Infirmary to work under the 
direction of the Consultant Radiologist-in-chargc. 
Candidates should possess a diploma in Radiology 
Salary scale £1,575 by £50 to £2,025. Application 
forms and further details from Senior Administra- 
tive Medical Officer, Shefficid Regional Hospital 
Board, Old Fulwood Road. Sheffield, 10. Forms to 
be returned by September 15, 1956. (6974) 


tear rmarar 


WESTERN REGIONAL HOSPITAL BOARD 


invited for 


Applications are the following ap- 
pointment : 

WHOLE-TIME ASSISTANT RADIOLOGIST 
based at the Dumfries and Galloway Royal In 
firmary. Salary (at age 32 and over) on the scale 
£1,575 by £50 to £2,025. Applications (16 copies), 
stating date of birth, qualifications, experience, 
present appointment, and the names of three 
referees, to reach the Secretary, Western Regional 
Hospital Board, 64, West Regem Street, Glasgow, 
C.2, not later than 30 days after the publication of 
this advertisement. This appointment is subject 
to the National Health Service (Scotland) (Superan- 
nuation) Regulations. (6989) 


ROYAL FREE HOSPITAL 


SENIOR REGISTRAR X-ray Department 
Applications are invited for the post of Senior 
Registrar to the X-ray Department at the Royal 
Free Hospital. The post is non-resident for one 
year in the first instance Duties to commence 
October |. Candidates should be registered medical 


practitioners of not more than 10 years’ standing 
and should hold the D.M.R. (D). Formal applica- 
tions, giving details of experience. ctc., together 


with names of three referees, should be sent to the 
Secretary to the Board of Governors, Royal Free 
Hospital, Gray's Inn Road, W.C.1, not later than 
September | (6818) 


ROYAL FREE AL 


REGISTRAR X-ray De; 

Applications are invited for the post of Registrar 
to the X-ray Department at the Royal Free 
Hospital. The post is non-residem for one year in 
the first instance. Duties to commence October |, 
1956 Candidates should be registered medical 
practitioners of not more than ten years’ standing 
and should hold the D.M.RAD). Formal applica- 
tions, giving details of experience, etc., together 
with three testimonials, should be sent to the Sec- 
retary, Royal Free Hospital, Gray's Inn Road, 
W.C.1, not later than September 1, 1956. (7078) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are invited for the appointment of 
REGISTRAR in RB 

at the Edinburgh Northern Group of Hospitals 
vacant on October 1, 1956. The work will be 
mainly at the Western General Hospital Ap- 
plications, giving particulars of age, qualifications 
and previous experience, together with the names 
of two referees, should be submitted to the 
Secretary, South-Eastern Regional Hospital Board, 
Scotland, 11, Drumsheugh Gardens, Edinburgh, 3, 
by September 8. 1956 (7098) 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSPITALS 


Applications are invited for the whole-time son- 

resident appointment of 
SENIOR REGISTRAR in 

Applicants should have spent at least two years as 
Registrar in Diagnostic Radiology and should be 
in possession of the D.M.R. (Diagnostic) The 
appointment will be for one year in the first 
instance and will be subject to terms and conditions 
of service of hospital medical staff in the National 
Health Service Applications, giving full details, 
and the names and addresses of three referees, 
should be sent to the undersigned within two weeks 
of the appearance of this advertisement.—A. W. 
Sanderson. House Governor & Secretary, Royal 
Victoria Infirmary, Newcastle-upon-Tync. (6980) 


UNITED BRISTOL HOSPITALS 
ppointment with South-Westera 


(Joint A 
REGISTRAR IN RADIOLOGY (Diagnostic) 
The successful candidate wil] be appointed to 

work in the first instance for one year in 

United Bristol Hospitals. Applications, giving the 

names of two referees, should be sent not later 

than August 27. 1956, to: Secretary, Royal In- 

firmary, Bristol, 2 (7025) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited ‘for the following ap- 
pointment, which will be for one year in the Grst 
instance 

REGISTRAR IN RADIODIAGNOSIS 
based at the Victoria Infirmary, Glasgow. Applica- 


tions (12 copies), stating date of birth, qualifica- 
tions, experience, present appointment, and the 
names of three referces, to reach the Secretary, 


Western Regiona| Hospital Board, 64, West Regent 
Street, Glasgow. C.2, by September 1, 1956. This 
appointment is subject to the National Health 
Service (Scotland) (Superannuation) Regulations. 
(7044) 


IMPORTANT : All intending applicants 
should read the revised NOTICE at the 


top of page 22 
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RADIOTHERAPY 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Liverpoo| Radium Institute 


Applications ar f 
SENIOR REGISTRAR IN RADIOTHERAPY 


with duties at the above hospital. Candidates must 
possess a diploma in Radiology, and preference 
will be given to holders a higher qualification 


Forms of application from, and to be returned to 
Dr. T. Liovd Hughes. Senior Administrative Medical 
Officer Liverpool Regional Hospital Board 19 


James Street, Liverpool, 2, to be received not later 
than September 8, 1956.--Vincent Collinge, Sec- 
retary t the Board (7067) 


RHEUMATOLOGY 


BATH HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited from registered medical 

Practitioners for the post of 
HOUSE PHYSICIAN 
(Senior House Officer grade) 

at the Royal National Hospital for Rheumatic 
Diseases, attached to which is the Rheumatism 
Research Unit of the South-Western and Oxford 
Regions Vacant September 12, 1956 Applica- 
stating age, qualifications and cxperience, 
with two testimonials, should be forwarded to 
Group Secretary, Manor Hospital, Combe Park. 
Bath by August 29, 1956 The Hospital is 
recognized for Part 2 of the Diploma in Physical 
Medicin (6950) 


SURGERY 

NORTH-WEST REGIONAI 
HOSPITAL BOAR 

Central Middlesex Hospital, Park Royal, N.W.10 


SURGICAL REGISTRAR 
required, whole-time, resident when on duty Post 


vacant September 1, 1956 Appointment for one 
year in first instance, will include O.P. sessions 
and tcaching Hospital may be visited by dircct 
appointment Application forms from, and return- 


abic to, Group Sceretary, Central Middiesex Group 
HM< Acton Lance, N.W.10. by August 28, 1956 
oor?) 

ALTON, HENRY GAL VAIN: HOsPIT AL 


(Lord Mayor Treloar Group I 
Committee) 


Applications are invited for the post of whole 
time 


REGISTRAR 
in hospital of 114 beds for Surgery. Non-pulmonary 
Tuberculosis and Orthopacdics Post vacant ecarty 


in September for one year, renewable for a second 
Preference given to candidates holding F.R.C.S 
Person appointed to act as deputy to Surecon 
Superintendent. Residence in house near hospital 


can probably be provided for marricd man. Write 
for application form to the Secretary. Lord Mavor 
Treloar Group Hospital Management Committce 
Treloar Hospital, Alton, Hants (6550) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Warrington Infirmary 


Applications are invited for the post of 
REGISTRAR IN GENERAL SURGERY 
with duties at the above hospital The post is 
recognized for the F.R.C.S Forms of application 
from, and to be returned to, Dr. T. Lioyd Hughes 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19. James Street, Liver- 


pool, 2. to be received not later than September 1, 
1956.—Vincent Collinge, Secretary to the Board 
(7068) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for a resident post of 
SURGICAL REGISTRAR 
at the North Lonsdale Hospital, Barrow-in-Furness 
Post recognized for F.R.C.S. Applications to Group 
Secretary. Barrow and Furness Hospital Manage- 
ment Committee, 105, Abbey Road. Barrow-in- 
Furness 672%) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for post 
RESIDENT SURGICAL REGISTRAR 
to Macclesfield District Group Hospitals, main 
duties Infirmary Branch. Macclesficld Hospital 
Hospital recognized for F.R.C.S. regulations. Ap- 
piv immediately, with names and addresses of two 
referees, to Group Secretary * Willerby House.” 
Cumberland Street. Macciesficld (6951) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR. General Surgery 
Neath General Hospital Resident Non-resident 
Hospital recognized for F.R.C.S. Subject to review 
end of first year Application forms from 
S.A.M.O.. Temple of Peace, Cathays Park, Cardiff, 
within 14 days. aubp 


Aua. 18, 1956 
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WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR, General Surgery 
Pembroke County War Memorial Hospital, 
Haverfordwest. (Resident or Non-resident.) Subject 
to review end of first year Application forms 
from S.A.M.O., Temple of Peace, Cathays Park, 
Cardiff, within 14 days (7112) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited ‘for the following ap- 
pointments, which will be for one year in the first 
instance 

SENIOR REGISTRAR in Surgery 
based at Stobhill Genera! Hospital, Glasgow. 
SENIOR REGISTRAR in Surgery 
based in the first instance at Stirling Royal 
Infirmary 
REGISTRAR IN SURGERY 
based at the Western Infirmary, Glasgow 

Applications (12 copies), stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regiona! Hospital Board, 64, West Regent 
Street, Glasgow, C.2. by September |. 1956. These 
appointments are subject to the National Health 
Service (Scotland) (Superannuation) Regulations. 

(7045) 


SUNDERLAND AREA HOSPITAL 
MANAGEMENT COMMITTEE 
Team No, 3-82 Surgical Beds 


Applications are invited for the appointment of 
JUNTOR HOSPITAL MEDICAL OFFICER or 
SENIOR HOUSE OFFICER 
according to experience at Ryhope General 
Hospital This appointment also includes Out- 
patient experience at the Royal Infirmary and the 
Children’s Hospital, Sunderiand This post, which 
is recognized for the F.R.C.S. examination, is 
vacant on September 10, 1956 Apply immediately. 
naming two referees, to the Hospital Secretary. Lee- 
holme Hospital. Easington, Co. Durham (7027) 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


SENIOR HOUSE OFFICER (Surgeon) 
required September 10 Hospital recognized for 

cs Active surgical department under dircec- 
tion of resident Consultant Work in gencral 
surgical wards with special responsibility for 
children. Four other residents Application, with 
names of two referees, to the Secretary (6952) 


BROMLEY HOSPITAL, Kent 


SENIOR HOUSE OFFICER in Surgery and 
Orthopaedics (Resident) 
required September 15, for one year (renewabic) 
Recognized for F.R.C.S. Deduction for residence 
£150 pa Apply. naming three referees, to Ad- 
ministrative Officer (7003) 


EPPING, ST. MARGARET'S HOSPITAL 
(480 beds) 


RESIDENT SENIOR HOUSE OFFICER (Surgery) 

Vacant October 1. 1956 Post recognized for 
F.R.C.S. Busy general hospital with casy access to 
London. Salary on national scale, less deduction 
for board. lodging. etc Applications, with copies 
of two testimonials. to reach the Group Secretary, 
Epping Group H.M.C.. “Oak Cottage,” The 
Plain, Epning. Essex, by August 31, 1956. (6953) 


MERTHYR & ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT SENIOR HOUSE OFFICERS 
(Surgical) 

St. Ty) dfil’s Hospital, Merthyr Tydfil (376 beds) 
Merthyr General Hospital, Merthyr Tydfil (120 beds) 

Vacancies immediately, both posts terminate 
January 31. 1957. Apply with full particulars and 
copies of two recent testimonials, to Group Sec- 
retary, St. Tydfil’s Hospital,.Merthyr Tydfil. (6893) 


NEWPORT, MON.. ST. WOOLOS HOSPITAL 
(379 beds) 


SENIOR HOUSE OFFICER 
required (Non-resident.) Post is of a senior 
character. Surgical Department of 46 beds con- 
sists of Consultant engaged only here, House 
Surgeon and this post. Recognized F.R.C.S. tor 
6 months Excellent expcrience Write quoting 
two referees to T. A. Jones, Group Secretary. 64, 
Cardiff Road, Newport, Mon (6390) 


PORTSMOUTH GROUP HOSPITAL 
MANAGE MENT COMMITTEE 


(1) Queen Ale xandra Hospital 
SENIOR HOUSE SURGEON 
(87 surgical beds). Vacant September 1. 1956. 
Q) Reyal Portmouth Hospital 
SENIOR HOUSE SURGEON 
(70 surgical beds) Vacant September 19, 1956 
Applications, stating age. experience and qualifica- 
tions, together with the names of two referees, 
should be forwarded as soon as possible to E. H. 
Hurst, 35, Grove Road South, Southsea (6672) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


Caerphilly District Miners Hospital, near Cardiff 
(226 general beds) 

SENIOR HOUSE OFFICER (General Surgery) 
Married quarters may be available. Apply to 
Group Secretary. Central Offices, Caerphilly Road, 
Ystrad Mynach. Hengocd, Glam (7051) 


STROUD GENERAL HOSPITAL, Glos 


SENIOR HOUSE OFFICER 
required, mainiy for Surgery Locum appoint- 
ments would be considered. Favourable experience 
for those wishing to enter general practice Ap- 
plications, maming two referees, to Hospital 
retary (6803) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Hemlington Hospital, Middlesbrough (282 beds) 


are invited for the appointment of 
Two NIOR HOUSE SURGEONS 

at the - a, hospital Duties will cover all 
surgical beds of the hospital, which include acute 
surgery, gynaccology and plastic surgery Applica- 
tions, stating age, qualifications, and giving two 
names for reference, should be scent, as soon as 
possible, to the Hospital Secretary (S980) 


TORQUAY DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Torbay Hospital, Torquay 


RESIDENT SENIOR HOUSE OFFICER (Surgery) 
required carly September, 1956. (Post recognized 
for F.R.C.S.) There is a complement of 6 Resident 
House Officers. Applications, stating qualifications, 
age, nationality, with copies of testimonials (quot- 
ing Ref. F.955 /72), to the Group Sccretary, Torbay 
Hospital. Torquay, S. Devon (7019) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, London, £.15 


HOUSE SURGEON (Post-registration) 
commencing September 16. 1956. Applications, with 
copies of recent testimonials, to Group Secretary, 
West Ham Group Hospital Management Com- 
mittee. Stratford, E.15, by August 25, 1956. (6774) 


ST. ALFEGE’S Greenwich, S.E.10 
beds) 


Recognized FRCS. Fxaminatioa 


HOUSE SURGEON 
Vacant mid-September, 1956. Six months’ appoint- 
ment National salary and conditions. Applica- 
tions and testimonials to Secretary, G. & D./H.M.C 
above Hospital (7002) 
WANDSWORTH HOSPITAL GROUP 
St. James’ Hospital, Batham, S.W.12 


HOUSE SURGEON (General Sergery) 

Post recognized for F.R.C.S Applications, 
stating age. qualifications, expericnce and two 
referees, to Group Sccretary at above address by 
August 29. (42736.) (7103) 


WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 
HOUSE SURGEON 
required, post vacant September 15, 1956 
Recognized for F.R.CS Applications, with full 
details, and copies of two recent testimonials, 
should be sent immediately to Secretary, Forest 
Group H.M_C.. Lanethorne Road, E.1! (6609) 


WHITTINGTON HOSPITAL, London, N.19 


Applications are invited for 3 posts of 
HOUSE SURGEON (General Surgery) 
vacant October 1. 1956 Posts recognized for 
F.R.C.S. (Eng.). Pre-registration candidates may 
apply. Application forms obtainable from Group 
Secretary, 46. Cholmeley Park, London, N.6 (ARC 
3070, Ext. 24). and returnable to the Medical 
Superintendent Whittington Hospital, London, 
N.19. by August 27. 1956 (6996) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


GENERAL SURGICAL AND 
HOUSE SURGEO 

The above post, which is -- for the 
F.R.C.S. Diploma, becomes vacant in mid-Sep- 
tember, 1956. N.H.S. salary and conditions. Ap- 
plications, together with two recent testimonials, 
to be addressed to the Hospital Secretary at the 
above Hospital! (6777) 


ROMFORD, ESSEX, OLDCHURCH HOSPITAL 
(722 beds) 


RESIDENT HOUSE SURGEON 
required from September 29, 1956. in the General 
Surgical Unit at the above hospital. Recognized 
for F.R.C.S. This very active General Surgical 
Unit of a total of 180 beds affords ample oppor- 
tunities for candidates to obtain first-class tuition 
and experience. The candidate appointed will be 
attached to a unit of approximately 60 beds. Ap- 
plications should be forwarded immediately to 
Group Secretary, Romford Group Hospital 
Management Committee, Oldchurch Hospital, Rom- 
ford. (6994) 


Aus. 18, 1956 
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SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Salisbury General Hospital 
Applications are invited for the appointment of 
RESIDENT HOUSE SURGEON /OBSTETRIC 
AND GYNAECOLOGICAL HOUSE SURGEON 
(recognized by R.C.O.G.) 
to run consecutively in this order from November 
2. 1956. for a period of six months in cach post. 
The posts are open to pre-registration candidates. 
Apply, enclosing two recent references, to Group 
Secretary, Odstock Hospital, Salisbury. (6957) 


ST. MARY'S HOSPITAL FOR WOMEN & 
CHILDREN 
Upper Road, Plaistow, London, E.13 


HOUSE SURGEON (Pre ) 
to commence September 1, 1956. Apply to Group 
Secretary, West Ham Group Hospital Management 
Committee, Stratford, London, E.15 (Pr.7058) 


BIRMINGHAM, 9, LITTLE BROMWICH 
GENERAL HOSPITAL 


HOUSE SURGEON (Male /Female) 

Post vacant September 12, 1956. Recognized as 
Pre-registration appointment Apply Physician 
Superintendent with copies of two testimonials, or 
names of three referees (Pr.6955) 


BURTON-ON-TRENT, THE GENERAL 
HOSPITAL 


HOUSE SURGEON 


required at the above hospital Post recognized 
for Pre-Registration purposes. Apply, Group 
Secretary (Pr.6565) 


EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex 


Two RESIDENT HOUSE SURGEONS 


Posts vacant October 18 and 20, 1956. Six 
months’ appointments Posts recognized for 
F.R.CS. and pre-registration purposes Applica- 


tions, stating age. qualifications, experience, and en- 
closing copies of up to three recent testimonials, 
to Medical Director of Hospital by September 1, 
1956 (Pr.7099) 


HASTINGS, ROYAL EAST SUSSEX HOSPITAL 
150 beds 


HOUSE SURGEON 
Pre-registration post vacant September 25. Apply 
to Hospita) Admin strator (Pr.6956) 


KIDDERMINSTER & DISTRICT GENERAL 
HOSPITAL (112 beds) 


Applications are invited for the pre-registration 


post of 

HOUSE SURGEON 
at the above hospital. Post vacant from August 
28. Applications, with the names of three referees, 
to the Hospital Secretary (Pr. 6995) 


ROYAL BERKSHIRE HOSPITAL, Reading 
(399 beds) 


Applications are invited from provisionally regis- 
tered medical practitioners (male and female) for 
resident post of 

HOUSE SURGEON 
Vacant August 21, 1956, and tenable for six months 
Write, before August 10, stating age, qualifications 
with dates, nationality, present post, with copy o! 
one recent testimonial, to the Secretary. (Pr.5868 


RYHOPE GENERAL HOSPITAL 
Near Suadertand 


HOU SE ‘SURGEON 
Post recognized for pre-registration ex- 
perience and for F.R.C.S. examination Post 
vacant September. Apply. naming two referees, to 
the Hospital Secretary, Leeholme Hospital, Easing- 
ton, Co. Durham (Pr.7028) 


ST. HELENS & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


St. Helens Hospital (196 beds) 


RESIDENT HOUSE SURGEON 
Applications are invited for the above appoint- 
ment. which is recognized for pre-registration 
service. Applications, stating age, date of quali- 
fication and experience. and giving two names for 


required 


reference, should be forwarded to N. Richards, 
Group Secretary, Whiston Hospital, Prescot 
(Pr.7069) 


SHEFFIELD CITY GENERAL HOSPITAL 


Applications are invited for the resident appoint- 

ment of 
HOUSE SURGEON (General Surgery) 

(Recognized pre-registration post). Vacant October 
29. 1956 Apply. giving full details of age, 
nationality, qualifications, present and previous ap- 
pointment (if any) and the names of two persons 
for reference. to the Group Secretary at Nether 
Edge Hospital, Shefficid, 11. (Pr.6969) 


STOCKPORT AND BUXTON H.M.C. 
Stockport Infirmary (163 beds) 


Applications are invited for the post of 
HOUSs CER 


(General Surgery and Ophthalmology) 
vacant September 24, 1956. This post is approved 
for Pre-registration purposes and recognized for 
the F.R.C.S. and D.O.M.S. Applications, stating 
age, qualifications and experience, together with 
copies of two testimonials, to be addressed to the 
Secretary, Stockport and Buxton H.M.C., 59B, 
Shaw Heath, Stockport. (Pr.7020) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital (180 beds), Middlesbrough 


Applications are invited for the appointment of 
HOUSE OFFICER (Sargical) 
to Surgical Team No. 2 
at the above-named Hospital. The appointment is 
recognized for the F.R.C.S. and also for pre-regis- 
tration service under the Medical Act, 1950, Ap- 
plications, stating full details, and giving two 
names for reference, should be addressed to fhe 
Hospita] Secretary (Pr.6958) 


WEST MANCHESTER H.M.C. 


Park Hospital, Davyhulme 
(General Hospital, 433 beds) 


3 HOUSE OFFICERS (General Surgery) 
required ; pre-registration Posts recognized for 
F.R.C.S. examination. Posts vacant mid-October, 
end October, mid-November respectively. Applica- 
tion forms from Secretary (Pr.6742) 


THORACIC SURGERY 
WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR in Thoracic Surgery 


Based at Morriston Hospital, Morriston, near 
Swansea, also expected serve other hospitals in 
district. Unit has 60 beds for ali types thoracic 


surgery, including tuberculous, non-tuberculous, 
oesophageal and cardiac Resident / Non-resident 
Subject to review end of first year. Application 
forms from S.A.M.O., Temple of Peace, Cathays 
Park, Cardiff, within 14 days. (7113) 


BOARD OF MANAGEMENT FOR THE 
ABERDEEN GENERAL HOSPITALS 


Applications are invited for the appointment of a 
HOUSE SURGEON 

in the Thoracic Surgery Wards of Woodend 
General Hospital, Aberdeen, for a period of six 
months from August 1, 1956, to January 31, 1957. 
The post is a resident one and is approved as & 
pre-registration post for provisionally registered 
Practitioners Applications, with full details, and 


giving the names of two referecs, should be 
lodged immediately with the Secretary, Aberdeen 
General Hospitals, P.O. Box 92, 62, Queen's Road, 
Aberdeen. (Pr.7039) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 22 


PUBLIC HEALTH 


CITY OF BIRMINGHAM 
Public Health Department 


ASSISTANT ADMINISTRATIVE MEDICAL 

OFFICER OF HEALTH (Male or Female) 

Applications invited from registered medical 
practitioners for post of Assistant Administrative 
Medical Officer of Health. Candidates should hold 
the Diploma of Public Health The successful 
candidate will have an opportunity to gain adminis- 
trative experience in all branches of the Public 
Health Service, including Maternity and Child Wel- 


fare. Salary scale £1,405 by £55 to £1,625 per 
annum. Commencing salary within the scale will 
depend upon the medical Officer's experience 


Pension scheme (including Widows and Orphans): 
medical examination. The successful applicant will 
be expected to take up duty in about three months’ 
time. The officer appointed will be required to 
devote his ‘her whole time to official duties and 
the appointment will be subject to three months’ 
notice on cither side. Applications, with the names 
of three persons to whom reference may be made, 


to be sent to the Medical Officer of Health. 
Council House, Birmingham, 3, not later than 
August 27, 1956. (6821) 
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COUNTY BOROUGH OF READING 
Applications are invited from duly registered 
medica! practitioners for the post of 
ASSISTANT MEDICAL OFFICER OF HEALTH 

and SCHOOL MEDICAL OFFICER (mate) 
Applicants must possess a D.P.H. of equivalent 
qualification. The duties will be mainly in con- 
nection with the Maternity and Child Welfare 
Service and the School Health Service, but the per- 
son appointed will be expected to carry out such 
other duties as may be allocated to him by the 
Medical Officer of Heaith There is Opportunity 
for experience in the clinical departments of the 
local hospitals. The salary will be on the appro- 
priate step of the scale £1,050 by £50 to £1,200 by 
£55 to £1,475 per annum, according to experience 
and qualifications. Further particulars can be ob- 
tained from the Medical Officer of Health, Town 
Hall, Reading, to whom forms of application 
should be returned not later than September |. 
1956.—G. F. Dariow, Town Clerk (6814) 


COUNTY OF LINCOLN—PARTS OF LINDSEY 


ASSISTANT COUNTY MEDICAL OFFICER 

AND MEDICAL OFFICER OF HEALTH FOR 
THE BARTON-ON-HUMBER AND BRIGG 

URBAN AND THE GLANFORD BRIGG 
RURAL DISTRICTS 

Applications are invited from registered medical 
Practitioners with experience in public health work 
and holding a Diploma in Public Health, Sanitary 
Science or State Medicine for the above whole-time 
mixed appointment. The salary, which is in ac- 
cordance with recommendations of the Medical 
Whitley Council Committee C as adopted by the 
County Council, will commence at £1.576 Ss. per 
annum and will rise by 3 annual increments of 
£58 14s. 11d., 1 of £61 17s. Sd., 4 of £34 7s. 6d., 
to a maximum of £1,951 17s. 6d. The appointment 
will be subject to the Local Government Super- 
annuation Acts, 1937 and 1953 Forms of ap 
plication and further particulars obtainable from 
the Clerk of the County Council, County Offices, 
Lincoln, to whom completed applications must be 
returned not later than August 31, 1956.—H. Cop- 
land, Clerk of the Lindsey County Council, Lincoin. 
(6748) 


LANCASHIRE COUNTY COUNCIL 


Applications are invited from registered medical 
practitioners for appointment as 
ASSISTANT DIVISIONAL MEDICAL 
OFFICERS 
Vacancies in or near Lancaster, Fylde. Preston, 
Bolton, Oldham, Stretford and Ashton-under-Lyne. 
Possession of Diploma in Public Health desirable. 
Salary £1,050. rising to £1,475 per annum. Travel- 
ling and subsistence allowances. Application forms 
and further particulars from County Medical 
Officer, Serial 745, East Cliff County Offices, 
Preston Application forms to be returned by 
August 31, 1956 (6820) 


NOTTINGHAMSHIRE COUNTY COUNCIL 
HUCKNALL URBAN DISTRICT COUNCIL 
Mixed Appointment 


Applications are invited from registered medical 
Practitioners for the mixed whole-time appoint- 
ment of 

ASSISTANT COUNTY MEDICAL OFFICER 

AND MEDICAL OFFICER OF HEALTH 
to the Hucknall Urban District. Applicants must 
have had at least three years’ professional experi 
ence since qualifying, be experienced in the duties 
of Medical Officer of Health. School Medical 
Officer and the Care of Mothers and Young 
Children, and possess a Diploma in Public Health. 
Salaries are in accordance with the recommenda- 
tions of the Medical Whitley Council for Public 
Health Medical Officers holding mixed appoint- 
ments, namely (a) As Assistant County Medical 
Officer (32/44ths) £954 10s. 11d. by £43 15s. to 
£1,173 Ss. 11d. (On scale £1,200 by £55 to £1,475 
plus loading in accordance with Spens Formula.) 
(b) As Medical Officer of Health (12 /44ths) 
£501 16s. 4d. by £15 to £561 16s. 4d. (On scale 
£1,740 by £55 to £1,960 plus 12/44ths of £100.) Ap- 
plication forms and conditions of appointment 
are obtainable from my office and applications 
should reach me by September 8, 1956. Canvassing 
disqualifies. —A . Davis, Clerk of the County 
Council, Shire Hall, Nottingham. (6997) 


SUNDERLAND EDUCATION COMMITTEE 

Applications are invited from qualified medical 
practitioners (male or female) for full-time appoint- 
ment as 

SCHOOL MEDICAL OFFICER 

at a salary of £1,050 to £1,475 per annum. Pre- 
ference will be given to applicants who hold a 
Diploma in Public Health or a Diploma in Child 
Health. The appointment is subject to the pro- 
visions of the Local Government Superannuation 
Acts, 1937/53, and the successful candidate will be 
required to pass a medical cxamination Applica- 
tion forms, to be returned not later than August 
24, 1956. may be obtained from the undersigned 
on receipt of a stamped addressed foolscap cn- 


velope.—-W. Thompson, Director of Education, 
Education Offices, 15, John Street, Sunderland 


(7031) 
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Public Health—contd. 
STAFFORDSHIRE COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL 
OFFICER -SOUTH STAFFS AREA 
Applications are invited from fuliy qualified 
medica! practitioners and those holding the Diploma 
of Public Health will be given preference The 
candidate appointed will undertake clinical work 
im the Schoo! Health and Child Welfare Services 
under the direction of the County Medica! Officer 
of Health, and will be required tw perform such 
other duties as may from time to time be pre- 
scribed The salary scale is £1,050 by £50 to £1,200 
by £55 to £1,475, and increments may be given for 
Previous sumilar service The appointment wil! be 
terminabic by three months’ notice in writing on 


cither side and subject to the provisions of the 
appropriate Superannuation Acts and Regulations, 
in which connection the seciccted candidate must 


pass 4&4 medical cxamination and submit his or her 
birth § certificate Forms of application may be 
obtained from the County Medical Officer, County 
Buildings, Stafford. to whom they should be 
returned when completed not later than by Sep- 
tember 4. 1956 T. H. Evans, Clerk of the County 
Council, County Buildings, Stafford (6990) 


ADMINISTRATIVE 
NORTH-EASTERN REGIONAL HOSPITAL 
BOARD (Scotland) 


SENIOR ADMINISTRATIVE MEDICAL 
OFFICER 


Applications are invited from registered medical 
Practitioners with wide hospital, gencral and 
administrative experience for the whole-time post 
of Senior Administrative Medical Officer to the 
Board The officer appointed will be required to 
act as adviser to the Board on the planning. 
organization and staffing of the hospital and 
specialist services of the Region and will also 
carry out such other administrative and executive 
functions as the Board may assign to him. Salary 
£2.250 by €115 (5) to £2,825 Whiticy Council 
terms and conditions of service will apply It is 
intended that the person appointed should assume 
duty on April 1, 1957 Applications, stating age 
qualifications. experience and present post, together 
with the names and addresses of two referees, 
should be lodged not later than September 19_ 1956, 
with the Secretary of the Board. P.O. Box No. 28, 
1, Albyn Place, Aberdeen Canvassing, whether 
@irect or indirect. will disqualify (7021) 


REPUBLIC OF IRELAND 
LIMERICK COUNTY COUNCIL 


OFFICE OF TEMPORARY ASSISTANT 
ORTHOPAEDIC SURGEON 

Applications are invited from qualified persons 
for the whole-time, temporary office of Assistant 
Orthopaedic Surgeon with remuneration at the rate 
of £1,288 10s. per anoum fully inclusive of all 
bonuses Official application forms and particulars 
office may be obtained from the undersigned 
with whom completed application forms should be 
lodged not later than 4 p.m. on Friday, August 24, 
1956.--A. MacMathuna, Acting Co. Secretary. Co 
Council Offices, 82/3, O'Connell Street, Limerick 
(6998) 


LOCAL APPOINTMENTS COMMISSION, Dublia 
Position Vacant 


LEITRIM COUNTY MEDICAL OFFICER 

Salary scale £1,623 to £1,847. Application forms 
and particulars from the Secretary, Local Appoint- 
ments Commission, 45. Upper O'Connell Street, 
Dubiin. Latest time for receiving completed ap- 
plication forms: 5.0 p.m. on September 4, 1956. 


OVERSEA (Vacant) 


ENGLISH, IRISH, SCOTTISH OR WELSH 
Doctor (male) required, Pusan. Korea. General 
Medical qualifications. Salary £1,000 to £1,250 de- 
pending on experience, plus board and accommoda- 
tion. One to two year contract. Apply Forcien Re- 
lief Secretary, Save the Children Fund, 12, Upper 
Belgrave Street, S.W.1. Tel.: Sloane 9171 (6432) 


FEDERATION OF RHODESIA AND 
NYASALAND 

Medical and dental practices and partnerships 
for sale Vacancies for assistants locums 
Government vacancies, etc.—The Practitioners’ Ex- 
chanec P.O Box 274. Salisbury, Southern 
Rhodesia 
FOR SALE. NEW ZEALAND, SUBURBAN 
General Practice with city consulting work. Four- 
house Income £6,000 p.a—Box 1380, 


NATAL. ASSISTANT WITH VIEW TO 
partnership required in E.N.T. practice Salary 
£1,200 p.a. One-third share worth over £2,000 pa 
offered after six months, at premium of £1,700 
Details from Medical Practices Advisory Bureau, 
BMA. Tavistock Square, WC.1 


BRITISH MEDICAL JOURNAL 


VICTORIA, AUSTRALIA. LOCUM REQUIRED 
for twelve months, commencing soon as convenient 
for partnership Obstetrical and gynaccological 
experience essential, Salary £(A)2,000 to £(A)2,300 
per annum Free accommodation Option to 
purchase share Details from Medical Practices 
Advisory Bureau, B.M.A. House, W.C.1. (Agent.) 


WANTED: PHYSICIAN AND SURGEON FOR 
a Manitoba town and surrounding municipalitics 
of approximately 3.000 people. Private practice 
Well-cquipped small hospital Modern residence 
for rent availabie. Duties to commence as soon 
as possible Please give particulars of qualifica- 
tions and experience.-Apply by Air Mail to 
Secretary-Treasurer, Elkhorn Medical Nursing Unit, 
Elkhorn, Manitoba (7052) 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—-Apply 
Secretary, Damien Society. 47, Fitzwilliam Square, 
Dublin ol 


MEDICAL MISSIONARY SOCIETY. U.C.C. 

Two Catholic doctors required for new Mission 
Hospital (60 beds) in Nigeria Free passage. 
furnished house, two year tour. Salary £1,000 to 
£1,200, single man Substantial insurance. Tem- 
perate climate 70° to 85 Particulars from Sec- 
retary, Medical Missionary Society, U.C.C.. Cork, 
Eire (6804) 


MEDICAL OFFICER REQUIRED URGENTLY 
exclusive service large firm Uganda, preferably 
Diploma Tropical Medicine and/or Pathology 
Minimum qualification registered U.K. for practis- 
ing medicine, surgery Minimum £1,200.—Reply 
Gundie, 2. Ellerdale Road, London, N.W.3, by 
end August 


A 350 BED HOSPITAL INVITES APPLICATIONS 
for Rotating Ioternships for a one year 
period. Honorarium $50.00 per month plus board, 
room and uniforms. Ideal for one year’s training 
prior to cstablishing a practice in this province 
Apply, stating qualifications, to (Mrs.) V. Burgoyne 
Assistant Superintendent, Miser. ordia 
General Hospital. Winnipeg |. Manitoba 


AUCKLAND HOSPITAL BOARD 
New Zealand 
Applications are invited from qualified medical 
practitioners of the British Commonwealth with 
qualifications and experience in thoracic surgery for 
the position of 
JUNIOR OR SENIOR FULL-TIME THORACIC 
SURGEON 


Greea Lane 
It is desired that applicants be Fellows of a recog- 
nized College of Surgeons of the British Common- 
wealth and have had extensive training in gencral 
surgery and special training in thoracic surgery. The 
Position is non-residential Full details of fares 
payable to the appointee and his family are set out 
in the Conditions of Appointment. Salary : “Junior 
Specialist £1,371 to £1,671 per annum by annual 
increments of £50. “ Senior Specialist ™ £1.771 to 
£2,021 by two annual increments of £100 and £50. 
Commencing salary within these scales according to 
qualifications and experience in the specialty. Con- 
ditions of Appointment ang Form of Application 
obtainable from the High Commissioner's Office. 
New Zealand House, 415, Strand, London. W.C.2 
Applications close with undersigned at noon on 
Friday. September 14, 1956.—R. F. Galbraith, 
Secretary (5764) 


GOLD COAST 


MEDICAL OFFICER 
required at West African Cocoa Research Institute 
to take medical care of large cocoa research station, 
and supervise general sanitation and health measures 
in station. Well equipped dispensary provided but 
no hospital accommodation. Experience in general 
and tropical medicine, also public health, required. 
Appointment on contract for two tours of duty of 
from 18 to 24 months cach in first instance, with 
gratuity on satisfactory completion of service. Basic 
salary scale £1,330 to £2,310 a year Gratuity 
(taxable) payable at rate of £12 10s. for cach com- 
pleted month of service. Candidate in the National 
Health Service may leave the N.H_S. but retain his 
superannuation rights (up to a maximum stay of 6 
years). Salary in this case would be in the scale 
£1,055 to £1,850 a year, and gratuity 20% of ag- 
gregate of salary. Temporary addition of £29 1s. 
a year also payable. Starting point in both salary 
scales is determined according to qualifications and 
experience Quarters at low rental : mecome tax at 
local rates; free passages for officer, wife and up 
to 3 children under 13 years of age. Generous home 
leave. Application forms from Director of Recruit- 
ment. Colonial Office, London, S.W.1 (quoting 
BCD 197 /200 015). (7083) 


PROGRESSIVE STATE MENTAL HOSPITAL, 
4.600 beds in Virginia, expanding staff, invites ap- 
plications for physicians at all levels, psychiatric ex- 
perience desirable but not necessary Salary from 
$8.040 (approximately £2.750). All modern methods 
of treatments. Opportunities for research. Good 
retirement plan Apply to Brian C. Campden- 
Main, M.R.C.S. Send ful! résumé in first letter 
Box 271. Petersburg, Virginia, U.S.A. (6991) 


Aus. 18, 1956 


HER MAJESTY’S OVERSEA SERVICE 
Government of Adena 


MEDICAL OFFICER, Special Grade (Surgeon) 
required for surgical duties mainly and a certain 
amount of general duty. Must possess F.R.C.S. or 
equivalent Opportunities for promotion to 
Specialist exist in Aden or elsewhere in the Oversea 
Service. Appointment can be on permanent basis 
with pension. or short term contract with gratuity 
(taxable). Candidates in National Health Service 
may leave the N.H.S. but retain their superan- 
nuation rights (up to six years) and receive a 
gratuity (taxable) of 20% of agerceate of salary at 
end of engagement. Salary scale from £1,404 to 
£1,922 a year, starting salary depending upon age 
and expericnce Pension for permancnt appoint- 
ment at rate of | 600th of final pensionable emolu- 
ments for cach completed month of service 
Gratuity for contract appointment is £37 10s. for 
each completed three months of service Outfit 
allowance £30 to £60 payable on appointment. If 
required to work in Protectorate an allowance of 
£132 to £180 a year (non-pensionabic) is payabic. 
Furnished quarters at low rental Income tax ai 
local rates. Free passages provided for Office, 
wife and up to 4 children under the age of I8 
Education allowance in lieu of passage for children 
between 8 to 18 undergoing full-time education out- 
side Aden. Tour of service from 18 to 24 months 
Gencrous home leave granted after cach tour. Ap- 
plication forms from the Director of Recruitment, 
Colonia! Office. London, S.W.1 (quoting No. 

“Dp 117/2/01) (7082) 


GOLD COAST LOCAL CIVIL SERVICE 
Gold Coast Medical Service 


Applications are invited from doctors for 
following posts in the Gold Coast Local Civil 


Service : 
1. MEDICAL OFFICERS 
for general duties including hospitals and district 
work 
2. MEDICAL OFFICERS OF HEALTH 

Diploma of Public Health or a similar recognized 
qualification required 

Appointment may be as follows : (a) Contract for 
two tours of duty of 18 to 24 months, with gratuity 
(taxable) at the rate of £12 10s, for each completed 
month of service ; (b) on three years’ probation for 
permanent and pensionable employment. Pension 
(non-contributory) is carmed at the rate of | / 600th 
of the fina} pensionable cmoluments for cach 
completed month of service; (c) doctors in the 
National Health Service may leave the N.H.S., 
but retain their superannuation rights while in the 
Goid Coast (up to six years) and receive a gratuity 
(taxabie) of 20% of their Gold Coast salary. 
Salaries for officers appointed under (a) range 
from £1,330 to £2,310 a year and under (b) and 
(c) £1,055 to £1,850 a year, starting point being 
determined by qualifications and  expericnee. 
Quarters at rental not exceeding £150 a year 
Income tax at local rates. Free passages for officer. 
wife, and up to three children under 13 years of 
age. Annual local leave is permissible, and 
gencrous home icave is granted after each tour. 
Application forms from Director of Recruitment. 
Colonial Office, London. S.W.i (quoting BCD 
117 /13/04) (9440) 


GOVERNMENT OF THE EASTERN REGION 
OF NIGERIA 


SPECIALIST (Orth dic § 
required in Leprosy Service of the Eastern Region 
of Nigeria to undertake orthopacdic and plastic 
surgery at leprosy settlements, each of which has a 
smal! hospital of 60 two 100 beds with operating 
theatre and laboratory, and to demonstrate to 
medical officers modern methods in plastic surgcry 
in maimed and deformed leprosy patients. Ap- 
pointment on contract for one year in first instance 
with possibility of further ome year tour there- 
after : Salary £2,442 a year and a gratuity (taxabie) 
on completion of satisfactory engagement at the 
rate of £37 10s. for each completed period of 3 
months’ service (including leave). Quarters pro- 
vided at low rental. Taxes at local rates. Annual 
local leave permissible: generous home ieave 
granted after cach tour. Free return passages for 
officer and wife: and, when appropriate cither 
(but not both) of the following in any one tour of 
service : (a) One return sea passage for cach of 2 
children uder age of 18, subject to maximum of 
£75 in respect of the return journey for cach 
child, or (b) An allowance of £75 a year for cach 
of 2 children under age of 18 maintained outside 
Nigcria for whole of tour. Candidates must be 
Fellow of a Royal College of Surgeons or have 
higher dearce in orthopaedics and exocrience in 
orthopaedic and plastic surgery. Application forms 
from Director of Recruitment, Colonial Office. 
London. S.W.1 (quoting BCD 117/411 /04). (7084) 


UNIVERSITY OF ALBERTA HOSPITAL 
Edmonton, Alberta, Canada 


ASSISTANT SUPERINTENDENT (Medical) 
required. Starting salary $7.800 per annum. Annual 
increments of $500 to $9,800. Give full particulars, 
name referees. and enclose photograph first letter, 
to A. C. McGugan, M.D., Superintendent, Univer- 
sity of Alberta Hospital. Edmonton, Alberta. 
Canada. (6451) 


6 


18, 1956 


Oversea (Vacant)—contd. 
INSTITUTE OF MEDICAL AND VETERINARY 
SCIENCE 
Adelaide, South Australia 


Applications are invited for an appointment as 
CLINICAL PATHOLOGIST 

at the Institute The duties may include some 
clinical haematology, but are chiefly concerned with 
surgical histopathology There are seven medical 
graduates in the Division of Clinical Pathology. 
which carries out examinations for hospitals and 
private practitioners. There is an opportunity for 
carrying out special investigations. The laboratories 
are modern and well equipped. The appointment 
is for three years in the first instance, but may be 
renewed or may be made permanent. The salary 
is within the range £A1.776 to £A2.176 for an 
applicant with some preliminary experience, but a 
more senior applicant would be placed in the 
range £A2.176 to £A2,626 Further particulars 
may be obtained from the Director, P.O. Box 
14. Rundie Street, Adelaide, to whom applications 
should be submitted before September 28. 1956 

D. G. Davies, Secretary (7100) 


REGIONAL MEDICAL HEALTH OFFICERS 
REQUIRED BY THE SASKATCHEWAN 
DEPARTMENT OF PUBLIC HEALTH 


Salary: $8,112.00 to $9,588.00 per annum 
Duties: To perform professional medical and ad- 
ministrative work as Medical Health Officer in an 
organized Health Region with a population of ap- 
proximately $0,000. to develop regional preventive 
health services and a general public health pro- 
gramme. Requirements : Graduation from an ap- 
proved Medical School: some medical and ad- 
ministrative experience Diploma or Master's 
Degree in Public Health desirable but not essential. 
Benefits : Three weeks’ annual vacation with pay ; 
three weeks’ sick leave, accumulative, with pay ; 
suitable superannuation scheme Opportunity is 
available for assisted post-graduate training For 
application forms contact Public Service Commis- 
sion, Legislative Building. Regina. Saskatchewan, 
Canada. For further information write to Personnel 
Officer. Department of Public Health, Provincial 
Health Building, Regina, Saskatchewan, Canada 

(7070) 


REHABILITATION ASSOCIATION FOR 
INJURED WORKMEN 
Workmen's Rehabilitation Centre, Johannesburg 


MEDICAL ADMINISTRATOR 

Applications are invited from bilingual registered 
medical practitioners for the full-time appointment 
of Medical Administrator in the * Workmen's Re- 
habilitation Centre." Corner Esseien and King 
George Streets, Hospital Hill, Johannesburg, South 
Africa. The commencing salary will be within the 
ranee of £2,000 to £2,500 per annum inclusive of 
cost-of-living allowance, and depending on qualifi- 
cations and experience. Further advancement will 
be dependent on merit and ability. The successful 
applicant will be expected to have some years of 
postgraduate clinica) training and experience. Ex- 
perience in hospital administration and/or know- 
ledge of industrial practice will be a recommenda- 
tion. Services may be terminated on giving three 
months’ notice on either side. Annual leave al- 
lowance - 35 days. of which 14 days will be cumula- 
tive Applications to reach the Secretary. 
Rehabilitation Association for Injured Workmen. 
15, Esseten Street. Hospita! Hill, Johannesburg. not 
later than September 15. 1956. (6999) 


ROYAL NEWCASTLE HOSPITAL 
New South Wales, Austratia 


Applications are invited for appointment as 
FULL-TIME SURGEON 
in the department of obstetrics and gynaccology of 
the Royal Newcastle Hospital, an institution of 
600 beds serving a population of 200,000. Salary 
range £2.500 rising to £3,000 with limited right of 
consulting practice within the hospital. Applicants 
should supply full particulars as to age, qualifica- 
tions and experience and enclose copies only of any 
credentials they desire to submit. Closing date for 
applications, September 30, 1956.—A. E. Sharp, 
Secretary. (6992) 


THE CO-ORDINATING COMMITTEE FOR 
BLIND WELFARE 


OPHTHALMOLOGIST 

Experienced Ophthalmologist required to conduct 
a survey of African eye diseases, particularly in 
the more remote native areas, in Southern Rhodesia. 
The field work will be conducted from a mobile 
clinic, fully equipped for surgical and medical 
treatment. The appointment will be for one year 
in the first instance. from March 1, 1957, at an 
inclusive salary of £2,000 per anrum. Applications 
should reach the Hon. Secretary, P.O. Box 144. 
Bulawayo, S. Rhodesia, before September 30, and 
should state age and marital status, and give details 
of qualifications and experience. (6846) 


BRITISH MEDICAL JOURNAL 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 
ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


Applications are invited for the full-time post of 
_ FIRST ASSISTANT (Senior Lecturer Grade) 
in the new Researcn Department of Anaesthetics 
Applicants should be medically qualified, and 
should have had experience in physiological re- 
search. Starting salary will be in the range £1,250 
to £1,750 according to qualifications and experience 
The post is superannuabie and a family allowance 
is payabic Applications, in writing (two copics). 
giving details of qualifications and experience, to- 
gether with the names of two referees, should be 
sent to Mr. W. F. Davis, Secretary, Faculty of 
Anacsthetists, Royal College of Surgcons, Lincoln's 
Inn Fields, London, W.C.2, by September 12, 1956 
(7079) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Fountain Group Hospital Management 
Committee 


A REGISTRAR 


iS required to assist in research in the pathology 
of mental deficiency at the Fountain Hospital De- 
partment of NeurOpathology Training will be 
given tw a suitable candidate The Fountain 
Hospital Group has 800 beds, mainly for children 
Canvassing will disqualify, but candidates may visit 
the Hospital by appointment, and the annual report 
is available on application Application forms 
from Secretary, Fountain Hospital. Tooting Grove. 
London, S.W.17 Compieted application forms 
sfould reach Secretary by August 31, 1956. (7061) 


THE UNITED CARDIFF HOSPITALS 


MEDICAL PROFESSORIAL UNIT RESEARCH 
FELLOWSHIP 

Applications are invited for appointment to a 
Research Fellowship in Medicine in the Profes- 
sorial Unit of the Welsh National School of 
Medicine at the Cardiff Royal Infirmary. The ap- 
pointment, at a salary of £1,100 per annum with 
Superannuation, is normally tenable for a period of 
two years. The person appointed will be able to 
take part in the teaching and routine work of the 
Department Further particulars about this ap- 
pointment, and forms of applications, are availabic 
from the Secretary to the Board at the Cardiff 
Royal Infirmary. Cardiff. Applications ——_ be 
returned by August 31 6419) 


THE UNIVERSITY OF MANCHESTER 


Applications for the post of 
LECTURER IN SOCIAL AND PREVENTIVE 

MEDICINE 
are invited from registered medical practitioners 
The post is a joint appointment between the 
University and the Lancashire County Council, 
whereby the person appointed, in addition to car- 
rying out lecturing duties at the University. will 
carry out duties normally associated with an 
Assistant Divisional Medical Officer in the neigh- 
bouring area in the County Salary on a scale 
rising to £2,000 per annum with membership of 
F.S.S.U. and Children’s Allowance Scheme. Initial 
salary fixed according to qualifications and ex- 
perience. Applications should be sent not later 
than September 14, 1956. to the Registrar. the 
University, Manchester, 13, from whom further 
particulars and forms of application may be ob- 
tained. (5766) 


THE WELLCOME TRUSTEES 
have a vacancy for a male medical graduate as 
Assistant Scientific Secretary. Organizing ability 
and clarity of expression in speech and writing are 
essential, and it would be useful if the candidate 
had had some experience of research Salary 
£1,650 at age 35, rising to £2,250. Starting pay 
reduced by £50 per annum for cach year below 35. 
Superannuation provision Appointment proba- 
tionary for one year, subject to confirmation if 
satisfactory Applications (giving full details of 
education and experience, and names and addresses 
of two referees) should be sent before August 31 
to the Scientific Secretary, The Wellcome Trust, 
24, Harley Street, London, W.1 (7022) 


UNITED CARDIFF HOSPITALS (Liandough 
Hospital) and MEDICAL RESEARCH COUNCIL 
(Pneumoconiosis Research Unit) 


Applications are invited for the post of 
REGISTRAR 
to spend part of his time in the Miners’ Chest 
Diseases Treatment Centre at the above-mentioned 
hospital and part in the Medical Research 
Council's Unit, where he will have an opportunity 
to assist with clinical trials. The Centre caters for 
all types of chest diseases. Application forms can 
be obtained from the Secretary to the Board at 
Cardiff Royal Infirmary, Cardiff, and should be 
returned within 14 days of the appearance of this 
advertisement. (6765) 


PERSONAL 


ANTIQUES URGENTLY REQUIRED 
for American and Home markets. Maximum prices 
paid immediately for Old and Modern Silver and 
Plate in any condition, including Candelabra, Wine- 
Coolers, Epergnes, Tea Services, Trays, Entree 
Dishes, Turcens. Also Porcelain Figures, Vases, 
Dinner and Dessert Services, Clocks, Paintings, Fur- 
niture, Ivorics, Jades. Jewellery, Carpets, Weapons, 
Dolls, Musical Boxes. Coloured Glass, etc. Single 
items or Contents of Households purchased. Repre- 
sentative will call anywhere in Great Britain. Please 
write or call: Sidney Green Antique Galleries, 27, 
Pembridge Road. London, W.11. Tel.: PARK 8722. 
(Nr. Notting Hill Gate Station.) 


NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise- 
ments. Copies will answer the purpose quite as 
well, and in the event of their being lost or mis- 
laid no inconvenience will ensue 


FAMILY PLANNING ASSOCIATION 
Sub-Fertility Centre. Investigation and advice 
on treatment of subfertility problems Patients 
accepted only through doctors, hospitals and clinics 
Pregnancy Diagnosis. Specimens of urine accepted 
for testing (Hogben Test) from doctors, hospitals, 
and clinics anywhere. Results available within 24 
hours of receipt of specimen. Telephone or write 
for details : Fami'y Planning Association, 64. Sloane 
Strect, London, S.\W.1. Sloane 9112 


PREGNANCY DIAGNOSIS BY THE XENOPUS 
METHOD. 24-hour service. Send specimen of 
urine and fee. Haematology. Biochemistry, Fiame 
Photometry elbeck Biological Laboratories, 26, 
Park Crescent, Portland Place, W.1. MUS 5386-7 


EDUCATIONAL AND LECTURES 
M.R.C.P. LONDON. Correspondence coaching 


course recently prepared by expericnced tutors, 
includes help with the clinical examination. 
Write, J. Arnold, 189, Regent Strect, W.1 


SURGICAL LONDON, BY M.S.,. 
F.R.C.S.—Box 1359, 


CHILDREN’S DISEASES (D.C.H.), AUGUST 27 
to September & Daily 5.30 p.m. Lectures and 
clinical cases. Princess Louise Kensington Hospital. 
Apply Fellowship of Postgraduate Medicine, 60, 
Portiand Place, London, W.1. Langham 4266 

(7053) 


EXAMINING — IN ENGLAND 
by 
ROYAL COLLEGE OF PHYSICIANS OF 
LONDON 


and the 
ROYAL COLLEGE OF SURGEONS OF 
EN GI LAND 


Notice is hereby given that the following 
E will on the dates stated 


below 
DIPLOMA IN CHILI > HEALTH 


September 
DIPLOMA IN MEDIC AL RADIOTHERAPY 
October 11 
DIPLOMA IN MEDICAL RADIO-DIAGNOSIS 
Part If—October 25 
Applications and fees for either or both Parts of 
an Examination must reach the Secretary, Examina- 
tion Hall, Queen Square, London, W.C.1, at least 
21 days before Part I of the Examination begins. 
Francis M. Srenr. 
Secretary 


MEDICAL CORRESPONDENCE COLLEGE, 19, 
Weilbeck Street, London, W.1. provides COACH- 
ING for all Medical Examinations. D.A., F.F.A., 
DPM. DO. DLO. DCH, DMRD, 
D.P.H.. M.R.C.P., F.RCS., M.D. thesis and ail 
qualifying exams by a staff of highly qualified 
Tutors, Honoursmen, and Gold Medaliss. Com- 
plete Guide to Medical Examinations sent free on 
application. Applicants should state in which 
qualification they are interested. 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS, successes 1940- 
1955 : M.R.C.P.Lond., 234; F.R.C.S.Eng., Primary, 
185; F.R.C.S.Eng., Final, 262; M. and D.Obst. 
R.C.OG., 312; DA... 262; D.C.H., 183; Univer- 
sity and Conjoint Finals, 751. Up-to-date courses 
for the M.D.Lond., M.R.C.P.Edin., F.R.C.S.Edin., 
D.P.H., F.F.A.. D.P.M. Assistance with M_D. 
Thesis. ‘Prospectus. list of tutors, etc., on application 
to G. E. Oates, M.D., M.R.C.P.(Lond.), University 
Examination Postal Institution, 17, Red Lion 

Square. London. W.C.1 "Phone : HOLborn 6313. 


SOCIETY OF APOTHECARIES OF LONDON.— 
DIPLOMA IN INDUSTRIAL HEALTH.—The next 
examination will begin on Monday, December 3, 
1956. The following examination will be held in July, 
1957. For regulations apply Registrar, Apothe- 
caries’ Hall, Black Friars’ Lane, London, E.C.4. 
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Educational and Lectures—contd. 


THE UNIVERSITY AND THE ROVAL 
FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 
Postgraduate Medical Education Committee 


REFRESHER COURSE FOR GENERAL 
PRACTITIONERS 


Refresher Course at Stobhili General Hospita 
m week's duration desianed for Genera 
Practitioners will be held from September 24 ¢t 
”y os Ihe Course will nsist, whenever pos 
aible bedswde discussions and clinical con 
ferences Sessions will = be heid jealing with 
Genera, and Pacdiatric Medicin Surgery, Ob 
stetrics Gy naccology Cardiology Dermatology 
Ophthalmology. Psychiatry, Diseases of the Ear 
Nose and Throat, Biochemistry and Rehabilitation 
f the Aged Lunch will be available at the 
Hospita The fee for practitioners not claiming 
expenses from Government sources, is five guincas 


COURSE IN CHEMOTHERAPY FOR GENERAL 
PRACTITIONERS 


A short intensive Course n the Principles and 
Application of Chemotherapy in Acute and Chronic 
Intectious Diseases will be beld at Ruchill Hospital 
Giasgow, from Monday, October |, to Saturday 
October 6. 1956. The Course will mprise lectures 
and demonstrations in the following main divisions 
(1) A Course of systematic lectures on the different 


infectious discascs including pncumonma and 
tuberculoses These lectures will be followed by 
appropriate clinical demonstrations (2) A Course 
of lectures and demonstrations which will describe 


all forms of chemotherapy. their scope and effective 
application (3) Practical demonstrations of the 
bacteriological virological and pathological 
techmques used in diagnosis and ntrol of in 
fecthhous discases Lunch will be available at the 
Hospita Ihe fee for practitioners not claiming 
expenses from Government sources wm five guincas 
The usual arrangements are available to NHS 
Practitioners attending cither of the above Courses 


whereby the fee, cost of travelling and subsistence 
anc locum may, subject to certain con 
ditions. be recovered from Government sources 
The Courses are being held in nsecutive weeks 
and practitioners may attend either Course ' 
both Since the numbers are limited, those wishing 
t attend should make carly applikation Ww the 


Education, The 
further in- 


Medical 


from whom 


Post-Graduate 
Glasgow, W 2 


Director of 
U niversity 


formation may be obtained Applicants should 
state clearly which of the Courses they desire to 
attend 


PRIMARY EXAMINATION FOR THE 
SURGICAL FELLOWSHIPS 

A Course of Instruction in Anatomy 
Biochemistry, Pathology and Bacteriology suitable 
for candidates preparing for the Primary Examina 
tion of the Fellowship qua Surgcon of the Roya 
Faculty of Physicians and Surgeons of 


Physiology 


Glasgow 


wil) be held from October & to November 0. 1956 
(The Primary Examination conducted by the Glas- 
gow Roval Faculty is accepted by the Royal Col 
leges of Surgeons of Edinburgh. of England, and 
in Ireland in lieu of the corresponding cxamina 
tions of these Bodies.) The Course will comprise 
a total of approximately 160 hours’ instruction given 
daily from Mondays to Fridays, between the hours 
of 12 noon and 5.0 pm The Course will be 
open to junior staff of hospitals in the Western 
Region of Scotland and also to other suitable ap- 
plicants Applicants not employed in the hospitals 
of the Western Region will, so far as can be ar 


attachment 
The fee for 


ranged. be given an honorary clinical 
to One of the surgical teaching units 
the Course is 25 guineas 


COURSE IN MENTAL DEFICIENCY 
A short intensive post-graduate Course in Mental 
Deficiency will be held from October 8 to October 
26. 1956. The Course will comprise : (a) Lectures 
and demonstrations in various aspects of mental 
handicap and mental deficiency : (b) Instruction in 
mental testing ; (c) Visits to institutions The fee 
for the Course is fifteen guincas The Course will 
be limited to twenty practitioners places being 
allocated in order of return of application forms 
Further information may be obtained from the 
Director of Post-Graduate Education, Medical 

Faculty Office, The University, Glasgow, W 2. 


COURSES IN RADIOTHERAPY AND 
RADIODIAGNOSIS 
instruction for the DMR. (T) and 
(D) are available at the Glasgow 
the Glasgow Royal Infirmaries. The 
October, 1956, and occupy 
fee is fifty guineas A 
remunerated staff posts are 
undertaking these Courses 
obtained the 
Education, The 
($226) 


Courses of 
the DMR 
Western and 
Courses commence in 
a period of two years The 
limited number of 
available for trainees 
Further information may be 
Director of Post-Graduate Medical 
University, Glasgow, W.2 
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THE ROVAL ENSTITUTE OF PUBLIC 
HEALTH AND HYGIENE 


The Diploma in Public Health 
The Diploma in Industrial Health 


The next Courses of Instruction for the above 
Diplomas will commence on September 28 1956 
Tuition may be taken whole-time of part-time 
Prospectuses, enrolment forms and full details may 
be obtained from the Secretary, 28, Portland Placc 
London. W.1. (Telephon LANgham 2731 2.) 


UNIVERSITY OF LONDON 
(British Postgraduate Medical Federation) 


Institute of Neurology (Queen Square) 

A course of Lectures on “ Infection and Infesta- 
tion of the Central Nervous System will be given 
in the Lecture Theatre at The National Hospita 
Queen Squar W.C.1, on Wednesdays at 5.30 pm 
from October 3 to December 19, 1956. Details of 
the course wil) be published later (7023) 

Readers frequently desire to refer to 


concerning 
which have 
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appearcd in 


advertisements 
Parations etc 
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First-class work. 
Sybil Rang. 21 


Typewriting and Duplicating. 
Electric typewriters Moderate 
Heath Street, N.W 3 HAM 


$329 


CONSULTING ROOMS, ETC. 
AVAILABLE 

Street District, West End address, Tele- 

Secretarial services, and part-time 

or occasiona use of well-turnished Consulting 

Rooms at nominal rent—Box 1261, BMJ 
Welbeck Street, Furnished Consulting-room 

available mornings Usual Welbeck S487 


Harte) 


phone number 


services 


HOUSES AND PROPERTY FOR SALE 

The possibility of opening up a practice is NOT 

implied by the appearance of an advertisement 
under this heading. 


Freehold Property for Sale in the centre of 


Brentwood, Essex Full details will be given upon 
enquiry to C. H. & Co., 8 Western Road, Rom- 
ford, Essex 
ACCOMMODATION 
(Convalescence, Holidays, ete.) 


AVAILABLE 


Principal Biochemist (non-medically qualified) 


required for newly built Group Pathological 
Laboratory at the Chelmsford & Essex Hospital 
Applications, giving the names of two referees, by 
September 1, to Group Secretary, Cheimsford 


London Road 
(6676) 


Management Commitice 


Essex 


Hospital 
Cheimsford 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC, 


VACANT 
Lady Dispenser-Secretary required for pleasant 
rural practice, Northumberland Qualification not 
essential. Furnished cottage available. —Box 1256 
BMJ 
AVAILABLE 
S.R.N. with some secretarial train seeks Nurse 
Receptionist Secretarial post in Centre London 
West End preferred Car driver.—Box 1374, 
BMJ 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 


AVAILABLE 
Doctor's Widow (43) would like to run home for 
eiderly gentieman References exchanged — Box 


1375, BMJ 

S.R.N. Typist, aged 23 years, requires post, 
London arca Doctor's Secretary / Receptionist.— 
J. Thomson, Sconhoe, Abbotskerswell, Newton 


Abbot, Devon. 


Applicants requiring testimonials, theses, copied 
or duplicated, should communicate with Manton 
Secretarial Service, Ltd., 98, Victoria Street, S.W.1 
(Victoria 0141), who are specialists 

Thoroughly-trained Temporary of Permanent 
Medical Secretarial Staff may be engaged through 
Brook Street Bureau of Mayfair. Ltd., 59, Brook 
Street, W.1. MAY 8866 


earlier issues of the Journal THREE ROOMS AVAILABLE ON GROUND 
The Advertisement Director can supply floor of house near Lancaster Gate Tube Station 
particulars at any time PAD 2211 after 6 p.m 
In dealing with written. inquiries, especi- WANTED 
ally from overseas, correspondents § are ACCOMMODATION WANTED BY DOCTOR'S 
wherever possible put in direct contact family Chatham Gillingham area Availabl tor 
with the advertisers in whose products they evening surgcrics night work Box 1360, BMJ 
are interested 
Write Advertisement Director HOTELS 
British Medical Journal 
CENTRAL WALES. ABERNANT LAKE 
A. House HOTEL, Lianwrtyd Wells. For rest, recreation 
| Tavistock Square personal attention and excellent cusine Lovely 
London, W.C.1 country setting. Privately owned golf course, fish- 
ing, tennis, shooting, riding, pony uekking. Inter- 
esting brochure on application 
PRIVATE BARGAINS TENDERS 
Research Binocular Microscope, dark, bright Flintshire Education Committee 
ficld. E.E.N.T. Diagnostic set. £110, £12 ono Tenders are invited for the supply of Dental 
Box 1392, BM X-ray equipment. Details may be obtained from the 
\-ray “apparatus Complete with accessories. Director of Education, County Education Offices 
400 mA. Motor driven couch, Modern design Mold, Flintshire (6998) 
Cheap.Box 1366. BMJ 
MISCELLANEOUS 
SITUATIONS VACANT Wanted: 15 M.A. portable X-ray set suitable 
Part-time teacher for small girts’ sixth form pre- domiciliary work. Fullest details, price.—Box 1398 
paring A level Chemistry and/or O level Physics, MJ 
needed in September. Salary according to New For Sale. Surgical tastruments, scales, couch, 
Burnham Scale Please apply (in writing) The screen, bag and other items: surgcon or G.P., 
Principals, Gartiet School, Nascot Wood Road, £35.—Bishops Stortford 1656 
Watford Bronze Nameplates, send size and lettering for 
Cheimsiord Hospital M a i free proof.-Abbey Craftsmen, 78, Osnaburgh 
Street, N.W.1. EUSton £722 


Bronze Name Plates with cream enamel letter- 
ing. Send size and lettering for estimate.—-Osborne, 


117, Gower Street, London, W.C.1 
Microscopes. ighest prices paid for good 
modern types Send or bring 


your equipment tor 
127 


valuation.—-Wallace Heaton, Ltd., New Bond 


Street, W.1 


Nameplates, Bronze, Brass, Plastic. Sketch and 
estimates free Austin Luce A Co 19, College 
Road. Harrow. Middlesex. HARrow 3839 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 

Doctors secking information about openings in 
the various ficlds of medical practice or introduc 
tions as locums, assistants or partners, are invited 
to address enquiries to the Medical Director 
Medical Practices Advisory Burcau at 


B.M.A. Howse, Tavistock Square, London, 
W.C.1. Telephone number: EU Ston 5601 /2. 

33, Cross Street, Manchester. Telephone 
aumber: Deansgate 3691. 

7, Drumsheugh Gardens, Edioburch, 3. Tele- 
phone sumber: Central 7184. 

2§é, St. Vincent Street, Glasgow, C.2. Tele- 
phone number: Central 56%. 
The services of the Medical Practices Advisory 


Bureau are free to members of the Association 


AGENTS 


PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
25, Maiden Lane, Strand, W.C.2. Telephones: 
TEMple Bar 9011. Night : Walton-on-Thames 1785 


Published by the Proprietors, the British 
The Gainsborough Press, St Albans. 


Medical Association, Tavistock Square, Lo 


Printed in Great Britain Entered as Tecons 


nm, W.C.1, and printed by Fisher, Knight & Co 
Class at is 


Lid, 


New York U.S.A., Post Office 
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B.M.A. House, Tavistock Square, London, W.C.1. 
Members should include the word “ MEMBER ™ noe pte their signature. 


” ” 


To economize in paper, bookkeeping entries, and avoid delay, please send payment with the advertisement 


* Hospital advertisements in the forth- 
alles first post on the Fx IDAY of the 


week Soom date of issue. 


Cancellation of advertisements cannot be accepted if received after 4 on the 
p.m. Monday prior 


to date of issue (issues affected by 


APPOINTMENTS 
HOSPITALS 
PUBLIC HEALTH 


UNIVERSITY AND 
RESEARCH 
INDUSTRIAL 
EDUCATIONAL AND 
LECTURES 
SCHOLARSHIPS AND 
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CONSULTING ROOM 
HOUSES, ETC. 
NURSING HOMES FOR SALE 
SECRETARIAL AGENCIES 
TYPING AND 
DUPLICATING J 


DISPENSERS 
NURSES 
HOUSEKEEPERS 
RECEPTIONISTS 
SEC.-TYPISTS 


MEMBERS ABROAD. Copies of vacancies 
The minimum cost is 3s. 
Is. each. state type end the 


mod acceptance 


public 


DO PLEASE WRITE ADVERTISEMENTS AND 
ADDRESS CLEARLY IN BLOCK LETTERS 


NAME AND 


| 


effort is made to ensure the accuracy of advertisements 


Minimum charge 
counting as lines). 9s. a line thereafter. 


£1 16s. for 4 lines (display rules 


Box number address forms part of the advertise- 


ment and counts as 6 words (1 line). 


An additional 


is. is charged to cover box fee and addressing end 


Postage of replies. 


MEMBERS—PER INSERTION 
12 words 19s. 

minimum charge) 
18 25s. 


” ” 


» 3s. 


3 
Additional words: 6s. for each 6, or less 


and 


With name address 
words 


12 words 28s. (minimum charge) 


With name and address 
64. (37s. 6d. 
Additional words: 7s. 6d. for 6, of less 
PER INSERTION 
12 words 37s. charge) | 18 charge) 
s. (minimum wor minimum 
» 6ls. 
Additional words: 12s. for each 6, or less 
PER 
With Box With name and addre-s 


18 (minimum charge) 
= 


Additional words: 9s. 


PER INSERTION 


” 


With name and address ¥ 


30 
Additional words: 4s. for each 6, or less 


per week, which 


covers up to three 


advertised in the Journal can be sent by AIR MAIL. 
separate : additional headings 

Advertisement Director, B. M.J. 

the Journal. No recommendation 


in 
and the British Medical Association reserves the right to refuse interrupt the insertion 


REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held 


more replies can be enclosed in one en 
forwarded to the advertisers in plain en 
Advertisement Director, British Medical Journal, B.M.A. House, Tavistock Square, London, W.C.1. 
Telephone: Buston 4499. Telegrams: Britmedads, Westcent, London. 


. Two or 


addressed to the Advertisement Director. They will be 


Cheshire parkland, and yet is only 9 miles from 
Manchester. 


CHEADLE ROYAL, CHEADLE. 
CHESHIRE 
Registered Mental Hospital 


President : 
The Right Hon. The Earl of Derby, M.C. 


Medica! Superintendent 
W. V. Wadsworth. B.Sc. M.B., MRCP., D.P.M 


This hospita! receives all types of patients who 
ate suffering from psychological and senile ilinesses 
It has recently been extensively redecorated and 
central heating has been instalied throughout. 
making it one of the most luxuriously appointed 
hospitals im the country. Private rooms, with 
special nurses, can be pri 

All patients receive very careful and thorough 
Clinical and pathological investigation, the most 
modern psychiatric tr is ilable, including 
deep insulin therapy. Psychotherapeutic treatmen: 
is employed in suitable cases. 

OCOUPATIONAL THERAPY is special 
feature of the ym and there are excellent 
facilities for indoor and outdoor recreation— 
cricket, croquet, badminton, billiards, cinema 
television, etc. 


GERIATRIC UNITS for mild cases of senility 
are provided where patients can pursue as norma! 
a life as possibie. 


The hospital is situated in 300 acres 


of pleasant 


GLAN-Y-DON is the hospital's convalescent 
home Overlooking the sca at Colwyn Bay. It is 
extremely comfortable and well appointed and has 
its own farm and market garden. 


For terms and further particulars, wn 
Telephone : 


Superintendent. ATLEY 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
for Nervous and Mental Disorders 


President: The Earl Spencer. Medical 
Thomas Tennent, M.D., F.R.C.P., D.P.H., D.P.M 


This Registered Hospital is situated in 130 acres of 


park and pleasure grounds, Voluntary patients who 
are suffering from incipient mental disorders or who 
wish to prevent recurrent attacks of mental trouble. 
temporary patients and certified patients of both 
sexes are received for treatment. Careful clinical, 
biochemical, bacteriological and pathological exam- 
inations. Private rooms with special nurses, male or 
female, in Hospital or in one of the numerous 
villas in grounds of the various branches can be 
provided. 


MOULTON PARK.—Two miles from the main 
Hospital there are several branch establishments 
and villas situated in a park and farm of 650 acres 
Milk, meat, fruit and vegetables are supplied to the 
Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature 
of this branch and patients are given every facility 
for occupying themselves in farming. gardening and 
fruit-growing. 


WANTAGE HOUSE.—This is Reception Hospitai 
in detached grounds with a separate entrance to 
which patients can be ad: i itis eq d with 
all the apparatus for the complete investigation and 
treatment of Mental and Nervous Disorders by the 
most modern methods ; insulin treatment is avail- 
able for suitable cases. It contains special depart- 
ments for hydrotherapy by various methods, includ- 
ing Turkish and Russian baths, the prolonged 
immersion bath, Plombitre’s treatment, etc. There 
is an Operating Theatre, a Dental Surgery, an X- 
ray Room, an Ultra-Vioiet Apparatus, and a de- 
partment for Diathermy and High-frequency treat- 
ment. It also contains Laboratories for biochemical, 
bacteriological and pathological rescarch. Psycho- 
therapeutic treatment is employed when indicated. 


BRYN-Y-NEUADD HALL.—The seaside house of 
St. Andrew's Hospital is beautifully situated in a 
Park of 330 acres at Lianfairfechan amidst the 
finest scenery in North Wales, On the North-West 
side of the Estate, a mile of sca<oast forms the 
boundary. Patients may visit this branch for a 
short seaside change or for longer periods. The 

ital has its own private bathing house on the 


NORTHUMBERLAND HOUSE 


For Voluntary and Certified patients, now at 235-7, 
Finchicy 5283. Med, Supt.. 


ds Lane, 
Mem. Brit. Psycho-Analytical Socy. 


R. M. Riggaii, 


N.3. Tel.: 


acres respectively. 


CHISWICK HOUSE, PINNER, MIDDLESEX 
Telephone : Pinner 234 

Private Nursing Home for Mental and Nervous 
All modern forms of treatment. 

country houses in adjoining grounds of 5 and 6 

12 miles from London. Trains 

every 15 minutes from Baker Street to Pinner.— 

Douglas Macaulay, M.D., D.P.M 


Two 


seashore. There is trout-fishing in the park. 


At all the branches of the Hospital there are cricket 
grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, 
golf courses and bowling greens. Ladics and gcn- 
tlemen have their own gardens, and facilities 
are provided for handicrafts such as carpentry, etc. 


For terms and further particulars 
Medical Superintendent (Telephone No.; 


w. 


SPRINGFIELD HOUSE, near BEDFORD 


Bower. 


"Phone : Bedford 3417 


For Mental Cases (including the aged). Fees 
from nine guineas per week. 


For forms of admis- 
apply to the Resident Physician, Cedric 
Interviews in London by appointment. 


forms 
Alcoholism. Voluntary 


WYKE HOUSE, ISLEWORTH, MIDDLESEX 


A private Hospital for individual treatment of all! 
of Nervous and og 
a 
bot) sexes are admitted and particular attention 
is given to the needs of the aged. Apply, Resident 
Medical Superintendent. Tel.; EALing 7000. 


liiness including 
certified patients of 


ampton 4354 (3 fines) ), who can be scen in London 
by appointment. 


THE HERMITAGE, TWYFORD, BERKSHIRE 
A country house an Home for treatmem of 
Brochure from Resident 
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THE TREATMENT OF HYPERTENSION 


Serpasil 

i (the alkaloid reserpine from Rauwolfia) 

GRADUAL AND SUSTAINED REDUCTION OF BLOOD PRESSURE - CALMING EFFECT 


NEW 
Serpatonil 

(Serpasil plus the antidepressive Ritalin) 

FOR Maintenance Therapy, PARTICULARLY IN THOSE PATIENTS 


EXPERIENCING DROWSINESS OR LETHARGY DURING RAUWOLFIA TREATMENT 


Bottles of 25, 100 and 500 tablets. Each tablet contains 0.15 mg. Serpasil 
and 5 mg. Ritalin ( phenyl-(a-piperidyl) -acetic acid methyl ester hydrochloride). 


ERA 
* Serpasil’ , ‘ Serpatonil” and ‘ Ritalin’ are registered trade marks. 


Reg. user CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX. Telephone : Horsham 4321. Telegrams : Cibalabs, Horsham. 
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Vitamins in 
prenatal life 


y Her Majesty A crowning Vitamins are essential for the normal 


Suppliers of development of the embryo. Severe 
PoreceSery, achievement... vitamin deficiencies during pregnancy, apart 
a from their ill-effects on the mother, lead 


to death or malformation of the foetus. It 
is known from animal experiments that a 
shortage of certain B vitamins causes 
deformities in the foetus. Although these 
results may not apply in detail to humans, 
adequate nutrition during pregnancy has 
long been considered to be of supreme 
importance. 

Marmite is a useful source of every 
ore known factor of the vitamin B complex 

and is widely recommended to expectant 


200th birthday of the famous és bel of mothers. Its appetising flavour ensures 


house of Pedro Domecq. y easy administration ; it may be given as 
Try a bottle or e glass today of Shar” a drink made with boiling water or hot 


DOUBLE 
CENTURY 


“Double Century” is the 
sherry of all sherries. Some 
are too dry; some too sweet. 


* Double Century” is a sherry 


and see if you ever tasted milk, or in sandwiches, or used in cooking. 


euch a lovely wine. 
The finest of Sherries obtainable through your usual channels of supply. 


Sole Importers (Wholesale only) Luis Gordon & Sans Lid.,48 Mark Lane, London, E.C3 
MARMITE yeast extract 

Remembering the delicious ‘CELEBRATION CREAM’ Se 
a a RIBOFLAVIN (vitamin 8,) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz. 


the exquisite dry ‘FINO LA INA’ 
MARMITE LIMITED, 35 SEETHING LANE, LONDON, £.C.3 
(A.0.C. 5608) 
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